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I . Introduction

The Coininunity Support Project in Montana started in January 1978 when a

contract was executed between the Department of Institutions and the National

Institute of Mental Health wherein the Department agreed to establish a state

organizational unit responsible for developing and improving a Community Support

System for severely mentally disabled adults and N.I.M.H. provided $160,000.00.

This contract was extended for two more years with the third year ending on

February 28, 1981. Federal funding for the second and third years was at

$226,000 and $296,000 respectively.

Montana chose a demonstration model to develop its Community Support System

and started with the Region III Mental Health Center (See map on page 2 ) for

its model demonstration agency. This center with a well developed aftercare unit

and a strong residential care program had proved in 1975-1977 its interest in this

population, recognized the needs of the chronically mentally ill and eagerly

looked forward to increased state and federal collaboration. In its first year

and one-half of operation Region III instituted several new options and expanded

its services but was unable to generate a rural approach. In July, 1979, Region I

Mental Health Center was subcontracted with to develop a rural model. With these

two models in place, the three remaining mental health centers were brought into

formal system development as core service agencies in the following timetable:

• Region II on March 1, 1980

• Region V on September 1, 1980

• Region IV on March i, 1981

These five mental health centers as private, non-profit corporations exhi-

bit a certain degree of competitiveness and rivalry for federal and state funds





but through the aegis of the Montana Council of Mental Health Center Boards have

been able to work cooperatively in solving joint administrative problems. The

initiation of a Community Support Project demonstration strategy has facilitated

more collaboration and sharing on program issues. For example, Region Ill's

success with its Action funded volunteer casemanager program, has led to

Region V's replication of a new volunteer service patterned after Region III. In

a rural state with a large land mass, the numbers and extent of agencies serving

the chronically mentally ill are limited (there are no psycho-social rehabilitation

agencies in Montana). The five federally funded community mental health centers

are well established and showed strong interest in developing Community Support

Systems.

The population served by this project is defined as:

Adults 18 and over, with a severe and/or persistent mental

or emotional disorder that seriously impairs their functioning

relative to such primary aspects of daily living as personal

relations, living arrangements, or employment, but for whom

long-term 24-hour care in a hospital, nursing home or pro-

tective facility is unnecessary or inappropriate.

Individuals meeting the above description and living in the community make up the

largest number of clientele. However, included also are those clients in the state

hospital or nursing homes where a concerted effort is being made to return them

to the community. For example, the stationing of a Community Support Project

coordinator at Warm Springs State Hospital has led to development of a cluster

grouji program at the hospital wherein hard to discharge patients are worked with

intensively over a period of time to prepare them for discharge. In a similar

manner patients at the Center for the Aged, a state operated nursing home for



psychiatrically disabled, are worked with at the local community mental health

center satellite office to facilitate community adjustment and/or discharge

planning. Youths under 18 are not included in this definition.

Progress has been evident in the three year period of Community Support

Project functioning. The current population at Warm Springs State Hospital is

low (320); the recidivism rate is below the national level (see appendix A)

;

four of the five regions in the state have developed aftercare programs encompas-

sing Community Support System elements of services; a state Community Support

Project office, established with citizen and professional advisory committees has

visibly intensified the Department of Institution's concern for this population;

enhanced state level collaboration has led to a recent independent living initia-

tive proposal (see appendix B) ; minority concerns have been addressed in an ethnic

minority report and follow up activities have included development of written

agreements between tribes and Warm Springs State Hospital and a contract between

the Department of Institutions and the Indian Health Service regional office.

Manpower/CSP efforts affecting service providers for the chronically mentally

ill have strengthened both motivation and skill building in this field through

such endeavors as workshops, technical assistance, professional literature, etc.

The numbers of community mental health center staffs working with the long term

mentally disabled has increased in the past three years. Evaluation capability

has improved with Montana's component assessment instrument and client assessment

evaluation. The chronically mentally ill population has been identified with

subsequent inclusion in data processing. In short the process of system building

is in place.



II. Accomplishments

A. Impact on Mental Health Administration, Planning and Regulatory Processes

in the State System .

The establishment of a Community Support Project unit within the Mental

Health and Residential Services Division was one of the first steps taken upon

Montana's entry into Community Support System development. A state coordinator

and program evaluator have become an integral part of total divisional functioning

enabling the Division to obtain additional help on a host of projects and in re-

turn enabling the Community Support Project to interact with and influence

emerging division policy and procedures. For example, the annual mental health

plan has had extensive input from the Community Support Project state coordinator

thus insuring that the needs of the long term mentally disabled are fully covered.

In the past year standards for community mental health centers were revised and

promulgated in January 1981, to be used in future site visits by the division.

As the Community Support Project unit has actively participated in federal -

state site visits since 1978, consultation and input by this unit has insured

observance of chronically mentally ill interests. Additional standards being

developed by the Department of Health and Environmental Sciences for licensure

of mental health centers tied in with Medicaid reimbursement, has occupied the

close efforts of the Community Support Project unit and Division staff. Medicaid

reimbursement has proved to be a major source of income for center services and

is even more marked with Community Support Project clients.

Current legislation prevents state general fund money allocated to mental

health centers to exceed 50% of total center budget. As federal funds decrease

this is no longer a viable figure in Montana and a major thrust has been mounted

to increase this permissable level of funding. Very few health insurance carriers



reimburse for center services and a bill has been introduced in the current

legislature to mandate mental health service coverage. More specifically

oriented toward Community Support System clients are two current bills being

offered; one to more readily include residential care facilities for the men-

tally ill under current health department licensing provisions; (Community

Support Project state coordinator testified on this at a recent committee hearing)

the other, yet to be acted upon, calls for the creation of personal care houses

for the handicapped. A variety of other legislative issues such as mental health

agency appropriations. Community Support Project unit budget amendment, social

work licensure, certificate of need, etc., are being closely followed and supported.

In 1976 $1.6 million in state hospital funds was contracted out to develop

aftercare programs in the five mental health centers to facilitate the deinstitu-

tionalization effort. General fund appropriations in following years have allowed

for increases to develop community services for the chronically mentally ill

without specifically allocating funds for this purpose. Substantial, if some-

what uneven progress has ensued and the state Community Support Project unit has

seen it as a major priority to encourage and support follow along programs in

local communities. In the current round of appropriations committee hearings

the Department of Institutions has recommended and the legislature is mandating a

fee for service formula for allocating mental health center funds. Visits have

been made to Colorado and Wyoming and details gathered from other states to faci-

litate this process. Services to the chronically mentally ill occupies a high

priority within the Department and it is anticipated that as a fee for service

formula is developed that more state dollars will be allocated for this population.

(See Appendix CI)

The placement of a Community Support Project liaison worker at Warm Springs

State Hospital has resulted in a concerted effort by the state hospital to develop



a close interaction with the nearest mental health center. Region IV, in

forming a cluster group program patterned after the Fairweather model. This

project has freed state hospital employees to actively engage in community

endeavors while following up on released patients.

The Community Support Project subcontract with Region V in September, 1980,

has led to a major forward thrust in this center's efforts toward the chronically

mentally ill. At a January 1981 board meeting a major decision was made to invest

considerable center resources in developing a psycho-social unit to replace its

conventional day treatment program.

B. Interagency Collaboration/Resource Development

At the very beginning of the Community Support Project, two committees were

established to help forge linkages among various human services to better serve

the long-term mentally disabled (LTMD) . The CSP Advisory Committee consists pri-

marily of personnel from mainstream social service agencies such as Social and

Rehabilitative Services, Office of Public Instruction, Department of Health and

Environmental Sciences, Department of Labor and Industry, Montana United Indian

Association, and also a person active in mental health consumer advocacy. This

committee, which has met regularly over the life of the project, has served as

a forum for the discussion and execution of plans for creating working relation-

ships among the agencies represented. The CSP director has used the committee

as a sounding board for his ideas on how to secure funding from other agencies

as well. One of the most significant linkages formed to date has been the

written agreement between the Mental Health Division of the Department of Institu-

tions and the Rehabilitative Services Division (RSD) of the Department of Social

and Rehabilitation Services. The RSD has as its primary function the vocational



skill-building of its clients. Many clients in need of RSD services have this

need because of a long term mental disability which makes them the concern of

CSP as well. The written agreement establishes a permanent liaison person be-

tween CSP and RSD and provides that clients of interest to both agencies receive

coordinated treatment planning.

The other committee which is centrally involved in linkage-building is the

Service Providers' Group. This group consists of the CSP director, CSP liaison,

six aftercare coordinators for the regional community mental health centers (CMHCs)

and three representatives from Warm Springs State Hospital. The mission of this

committee has been to improve linkages within the state's mental health system,

especially between the state hospital and the community mental health centers.

This group has met quarterly to discuss and resolve problems relating to the

continuity of care of the long-term mentally disabled client as he moves between

the hospital and the community. The meetings have also served as planning

sessions for workshops. The most significant achievement of this group to date

has been a written contract between the state hospital and each of the CMHCs.

These contracts set out clearly the respective roles and responsibilities of the

state hospital and the centers regarding the screening of, treatment planning for,

and monitoring of clients leaving or entering the community. Other issues covered

by the contracts are the assignment of responsibility for hospital residents on

leave in the community and the designation of permanent liaisons who are res-

ponsible for maintaining communication. A copy of one of the agreements can

be found in Appendix C2. At a recent meeting called by the CSP liaison worker

between three Indian tribal representatives from the Indian Health Service,

Region II Mental Health Center and W,irm Springs State Hos|>ital , the decision

was made to include Indiiin Hoaltli Service workers in this group. A working



agreement between Warm Springs State Hospital and these three Indian represen-

tatives from Indian Health Services offices is also being negotiated.

Throughout the first three years of the project, the CSP director has been

engaged in a methodical search for alternative sources of funding for CSP

activities. As a participant in Mental Health Division planning, he has been

able to ensure that a large proportion of planning effort is directed toward

the needs of the LTMD client. During the first year of the project, before the

314(d) funds dried up, the project director was able to secure some of these

funds to establish and support a group home in Kalispell. An attempt to secure

HUD Section 202 funding for housing for the LTMD was not successful, and an

attempt to secure DOT Section 18 funds for transportation, though still viable,

has not yet been achieved. Project staff were more successful in obtaining

HUD Section 8 rent subsidies for some group home residents and in achieving food

stamp eligibility for the group homes. 2% technical assistance funding from NIMH

Regional Office has been utilized for this population in the last two years.

C. Manpower Development

Montana's Manpower Development Project (MDP) started operating in

September, 1978. Shortly thereafter, liaisons between CSP and MDP were designated

to enhance communication and coordinate planning. Through a series of meetings

areas of common interest were identified. The need for mental health personnel

to receive training in caring for the LTMC client was clear, and several joint

CSP - MDP activities were undertaken in this area. Staff from the state hospital,

the CSP and the MDP all collaborated on a training project for staff at the Center

for the Aged, a psychiatric nursing home operated by the state. A curriculum

was developed and a series of courses on caring for the elderly LTMD client

were presented to the staff of this institution. The CSP and MDP also collaborated



on a project to train Native AmericanH as paraprofessional counselors for off-

reservation Native Americans. (See Appendix D)

In addition to the above training events, the two projects have worked

together on planning and funding of two workshops. During October, 1979, a

workshop on Mental Health and the Law was held in Missoula and attended by

county attorneys, client advocates, district judges, tribal judges and mental

health professionals. Respective roles and responsibilities of the legal and

mental health systems were discussed, mutual concerns were aired, and legisla-

tion regarding the commitment process was scrutinized. A two-day workshop on

treatment of the LTMD client was jointly sponsored by CSP , MDP and the Region II

CMHC during November, 1980. Mental health workers from all five regions in the

state attended and contributed to the proceedings.

The need for professional development activities for the staff at Warm

Springs State Hospital is very great, as this institution has very little money

of its own for this purpose. During the past fiscal year, MDP and CSP jointly

contributed money to a technical assistance fund for use by CMHC and hospital

staff who were seeking opportunities to learn about caring for the LTMD client.

In addition to trips to relevant conferences, the money was also used to pay for

travel of CMHC staff to WSSH and vice versa in order to better coordinate treat-

ment planning. An outgrowth of this latter use of the fund was a series of staff

exchanges, conceived by the MDP, in which the centers and the hospital actually

traded staff for a few days, so that each agency could get a better appreciation

of how the whole mental health system operates.

The extreme rurality of Montana makes the attraction of mental health pro-

fessionals to the state a perennial }>roblcm. To help stimulate the interest of
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professionals in locating in Montana an "extcrnship" proqram was developed in

cooperation with the Univ(^rsity of Montana at Missoula. This proqram allowed

clinical psychology interns to serve their internship with one of the mental health

center offices instead of at the University.

Both CSP and MDP staff members play important roles in the Mental Health

Division, as well as in their own projects. These roles allow them to influence

Division policy in a way that is beneficial to both manpower and LTMD concerns.

Staff from both projects also participate in the annual CMHC site visits. These

site visits have helped the project staff to pinpoint CSP- and MDP-relevant needs

of the mental health centers.

At the request of Wyoming's mental health program director, Montana's CSP

state coordinator spent two days in Cheyenne in March, 1981, providing technical

assistance for its grant proposal. In 1980 a structured technical assistance pro-

gram in the CSP state office, patterned after the Region VIII 2% program, provided

a variety of training opportunities for service providers and consumer representa-

tives in the state.

D. Coalition/Constituency Building

During the first year of the CSP contract, consumer advocacy took place

largely at the local level. A couple of parent/relative groups were begun, one

in Region II and one in Region IV, but their primary function during the first

year was emotional support and experience - sharing rather than advocacy. With

assistance and guidance from the CSP staff in Region II, the support group here

was mobilized into an active advocacy group. Members of this group, as well as

relatives and consumers from other parts of the state, have used CSP funding to

travel to national conferences on consumer advocacy. A large number of relatives

of Montana LTMD clients participated in the workshop at Great Falls (Region II)

mentioned earlier.
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The process of consumer group formation accelerated greatly with the hiring

of a consultant to travel about the state acting as a catalyst. This consultant

was extremely successful in involving ministers. Mental Health Association local

chapter members, relatives of LTMD clients, mental health center staff, and

others in forming groups which can lobby and advocate for the LTMD client. The

consultant succeeded in forming four now groups and laying the groundwork for two

more. (See appendix El)

The CSP has seen two state legislative sessions in its three-year existence.

The large proportion of the CMHC budgets derived from state funds has guaranteed

that the centers would be closely scrutinized both times. In preparation for this,

the five regional community mental health centers collaborated on an elaborate

presentation of center activities which featured extensive discussion of the

LTMD client and the services available to him. The CSP evaluator assisted by

providing cost and program data on the LTMD client for use in the presentation.

Another major educational project was just recently launched. The Montana

CSP contracted with a local advertising firm to prepare 2 thirty and sixty-second

TV spot commercials and also a slide presentation to inform the general public and

professionals from other human service agencies about CSP activities in the state.

The Region III community support system was prominently featured in the PBS televi-

sion documentary "Back Wards to Back Streets" as an example of a successful dein-

stitutionalization project. This documentary was used as the centerpiece of an

effort by the Region III center to educate state legislators, state government

officials, and community leaders regarding the needs of the LTMD client.

Another method for involving the local community became possible in 1979

with the award of an Action Grant to Region III to fund the training of volunteer
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casemanagers for LTMD clients. This project has so far succeeded in involving

40 local community people in the care of LTMD clients, 40 people who in turn can

inform and educate their acquaintances in the community about this population and

its needs. Other mental health regions have expressed interest in this use of

volunteers, and Region V has begun efforts to recruit and train volunteer case-

managers for its clients.

E. Local CSS Development

1. Statewide progress in promoting CSS development at the local sites .

Over the past three years, the Montana CSP has implemented a strategy of

involving one mental health region at a time in the project. Region III, desig-

nated the 1st model demonstration agency, was the first region to be involved at

the beginning of 1978. Region I entered the project on July 1, 1979, followed by

Region II in March, 1980, and Region V in September, 1980. The last of the five

regions. Region IV, is scheduled to enter the project during March, 1981, and

aftercare staff in this region are already getting oriented by attending the Ser-

vice Providers meetings and participating in workshops with the staff of the other

four regions.

The accompanying fiscal strategy has been to give each region the largest

amount of money during the first year, then tapering off the amount of funds

awarded in succeeding years.

The statewide CSP staff have also enhanced CSS development in other, less

direct ways than the subcontracting process. By participating in the regional

site visits and in the formulation of Mental Health Division policy, the CSP staff

have been able to foster the growth of aftercare programs in each region.
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Another important statewide activity that has promoted local development is

evaluation. The CSP evaluator has implemented a system of yearly reporting of

numbers of identified LTMD clients in each of the reqions, which has ensured that

the identification process is being actively pursued in each region. The evaluator

has also instituted a periodic assessment of component implementation and laid the

groundwork for the use of a client outcome and service delivery monitoring instru-

ment.

2. Local progress at the development sites.

a) . Region I. One hundred and nineteen LTMD clients have so far been iden-

tified in this region. An elaborate crisis assistance system is in place in this

region, a necessity due to the great distances in this most rural part of the state.

A telephone system has been set up so that emergency calls can be switched into the

city hospitals, should a mental health professional not be available. A short-term

crisis living facility, the Clark Street Inn, is available in Miles City.

Psychosocial rehabilitation has grown dramatically in this region. There are

now three day treatment programs, with a total weekly census of about 65 clients,

operating in the three main offices of Miles City, Glendive and Glasgow. All of the

LTMD population has been screened to determine need for vocational services, and

about 60 of the 119 clients were found to have such needs. Currently about five of

the clients are enrolled in a sheltered workshop in Miles City, and about 14 have

competitive employment.

The region's staff have also been active in offering services to those whose

lives are affected by LTMD clients. Currently there are family support groups

operating in Glendive and Miles City, and the clients' landlords are also made
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aware of the centers resources. An intensive effort is now underway to recruit

foster parents for those LTMD clients who need residential living space, and it

is hoped that this effort will help to compensate for the region's lack of group

homes.

b) . Region II . Approximately 250 clients have been identified as LTMD in this

region. Psychosocial rehabilitation services are especially well developed in

this region. A continuum of residential services is in place, and there is an

active day treatment program which serves approximately 50 clients a day. A formal

curriculum for living skills training is in use, and the center has been very

active in the vocational area with 23 different employers also. Currently, there

are 26 clients on Temporary Employment Placements, four work crews, and a number

of clients working at a center-owned thrift shop.

Region II has been a leader in the client advocacy area. A ten-session

educational course and support group is operated for parents and relatives of

LTMD clients, and many of the group's members "graduate" into an active advocacy

role in the Montana Alliance for the Mentally 111.

There is much cooperation with other agencies involved with LTMD clients.

A monthly inservice is conducted with the Easter Seal Society, during which

client problem behaviors and medication schedules are discussed. The region also

works closely with SRS, and has obtained HUD Section 8 rent subsidies and food stamps

for some of its clients. For a more extensive report on this center see Appendix F.

c) . Region III . This region has a current census of 404 LTMD clients. In addi-

tion to community outreach for additional clients, the center also conducts "inreach"

into local hospitals and nursing homes.
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Agency linkages are well-developod in this region, which is the urban model

demonstration agency for the Montana CSP. The center has a contract with an

outside agency for transportation of its clients. The center also works

actively with the Mental Health Association, the Pastoral Counseling Service,

Vocational Rehabilitation and a general hospital in coordinating services for

its LTMD clients.

There are two active daycare xjroqrams, one for more acute clients and one

for the more chronic. A daily living skills class is now offered to all group

home residents. Progress through the group homes is facilitated by the use of a J

step level program to assess the clients' often-changing living needs. In the

employment arena, there are currently 12 transitional employment placements,

15 sheltered workshop placements, and 20 competitive employment placements, in

addition to a yard crew and a janitorial crew. A couple of group home beds have

been set aside for short term residential crisis assistance.

The area of case management has received much-needed manpower with the addi-

tion of a volunteer case manager program. So far over 40 volunteers have graduated

from this program, and their skills have enabled the professional case managers

to devote much more time to the more treatment-oriented aspects of client care.

d) . Region IV . Although this region has not yet formally entered the CSP project,

it has already adopted many features of the other community support systems. A

large day treatment program, based upon the psychosocial model, has been established

in Butte. The aftercare workers in Butte are also working closely with the nearby

state hospital's cluster program, which is an effort to lead intact groups of people

through the steps of deinstitutionalization. The CSP liaison worker has been "

active in facilitating this hospital-center partnership in this Fairweather model
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of care.

The Region IV staff have attended a number of CSP-related workshops, meetings,

and other activities along with CSP staff from the other four regions, and this has

greatly reduced the time needed to orient them to CSP goals and philosophies. The

component of identification has already been put in place in Region IV, and this

region, which contains the state hospital, has identified over 600 LTMD clients.

e) . Region V . A total of 190 I.TMD clients have so far been identified in this,

the latest region to enter the CSP. Although Region V only entered the project

in September of 1980, eight broad new activities have been initiated since then to

enhance CSS development:

1. The Interagency Coordinating Committee was formed to identify CSS

Clients that the agencies have in common in order to improve the

continuity of care and service delivery to these individuals. The

ICC consists of representatives from the Mental Health Center, St.

Patrick Hospital, Community Hospital, Welfare Department, Missoula

Rehabilitation Center, County Health Department, Missoula Drug and

Alcohol, Social and Rehabilitative Services, County Attorney's

Office, Missoula General Hospital, Social Security, and Qua-Qui

(Native American Social Services)

.

2. A support group for parents of CSS clients was formed in December.

The group has elected officers and is currently making plans for

direct support of CSS programming and for public relations and legis-

lative lobbying on behalf of CSS clients. The groups consist of ap-

proximately 20 families in the Missoula-Hamilton area, and they are
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in the process of becoming affiliated with the National Alliance

for the Mentally 111.

3. A pre-vocational training program has been developed by the CSP Voca-

tional Director based on the World-of-Work and Job Club Models. The

program has successfully placed 50'1 of its clients into competitive

employment. A Worker's Support Group, also developed as a part of

this program provides continuing educational and therapeutic services

to employed CSS clients. Five clients are participating in this group

at present.

4. A corps of 15 volunteer case managers were trained in a 6 week training

program and are now involved in weekly case management activities

with 17 CSS clients who were previously receiving sporadic services.

5. A cooperative house has been established and provides four beds for

CSS clie;nts who do not liave other adequate independent living arrange-

ments .

6. Aftercare staff now attend daily morning staffings on the psychiatric

ward at St. Patrick Hospital in an effort to improve inreach into the

hospital, locate CSS clients, and refer them for appropriate services.

7. Linkages with natural support systems have occurred through speaking

engagements at local churches and through mass media interviews and

proqr.im |ir(>scnt-at ions . A Mental Health C(^ntor Community Advisory Board

has been formed to improve- community outreach. Tlie board consists of

interested individuals in the community from various age groups and of
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various professions.

8. A comprehensive reorganization of psychosocial services is underway.

Day Treatment services were oriqinally expanded in September and October

to include social, communication, and assertion skills training. In

November, the Aftercare Team began planning further expansion of psycho-

social services. Concrete plans were finalized in December for adding

temporary employment placements and work adjustment units to the new

skills oriented day treatment program. These components are to be

integrated into a comprehensive six hour per day program adapted from

the Fountain House Model.

III. Problems/Obstacles

A. Impacting the state mental health system .

Community support system development at the local level can proceed at a

fast pace only if the statewide mental health system is conducive to such develop-

ment. The state-level staff of the CSP have used their location in the state

Mental Health Division to attempt to modify the system in ways favorable to CSP

growth. In doing so, they have encountered certain obstacles to beneficial

change. Perhaps the most significant of these obstacles are the conflicting goals

of the federal CSP office and the state government. The goal of the CSP is, of

course, to expand and improve services to the LTMD client. The goal of the state

government, in this current era of fiscal austerity and budget cutting, is to

maintain the current level of services to mental health (as well as other human

services) and to avoid financial commitments to new or expanded programs. For

this reason, efforts by CSP staff to earmark mental health funding specifically
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for the services to the LTMD client such as group homes have failed. The state

government has also balked at assuming an ever-increasing share of mental health

program funding as federal funding tapers off. Indeed, cuts in federal funding

tend to stimulate state and county funding sources to reduce their shares pro-

portionately to the federal decrease. This state of affairs gives added urgency

to the search for alternative funding for community support programs, and to the

search for nonfinancial methods for effecting system change.

The interface between the mental health system and the legal system is

another problem with the current mental health system. Many LTMD clients have

contact with both systems, but mental health professionals, judges and county

attorneys have not fully clarified their respective responsibilities regarding

such clients. A conference attended by all three types of professionals in

October, 1979, helped to make apparent many of the current problems and misunder-

standings, but concrete efforts to change the system have not yet taken place.

The most apparent problem area involves commitments to the state hospital, which

often are the occasion of communication problems and confusion over jurisdiction.

B. Interagency Collaboration/Resource Development/ Financing .

Although significant results have been achieved in obtaining the cooperation

of other agencies, progress has been painfully slow. Lining up support, deciding

on a plan of action, and cutting red tape all have required large investments of

CSP staff time. Even when federal rulings which are beneficial to the LTMD client

exist, obtaining these benefits is not automatic. For example, the LTMD client

qualifies as developmentally disabled under the new definition, but efforts to

obtain Title XX moni(>.s have so far Failed. At the local level, it has often been

difficult to obtain SSr or SSDI assistance for some LTMD clients oven though they

are obviously qualified.
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The general financial picture for mental health, as discussed in the previous

section, is not bright. Both at the state and federal levels, the administrations

arc dominated by fisc;ally conservative: Republicans and Democrats, whose "maintain-

curront-level-oC-services" philosophy is at odds with the augmentative nature of a

program like CSP. Aftercare services are by far the most (expensive, on a per client

basis, of the services offered by the CMHCs, and therefore are most vulnerable to

cutback by the financially strapped centers.

C. Training, Technical Assistance, Manpower Development, Staffing .

The extreme rurality of Montana has made it difficult to attract mental health

professionals to the state. By the nature of their educational backgrounds, most

mental health proft;ssionals have become used to the facilities and cultural ameni-

ties of a large city, and are reluctant to trade this environment for a more rural

one. The problem is especially acute regarding the state hospital and the state

psychiatric facility which are located in the more rural parts of this rural state.

Additionally, mental health workers tend to be isolated from their colleagues and

consequently from much of the professional stimulation necessary to maintain morale.

Another factor which tends to interfere with optimal treatment of the LTMD is

that they are sometimes seen as among the least rewarding to work with of all clients.

Mental health workers are naturally more attracted to the "YAVI" (young, articulate,

verbal, intelligent) client, and a LTMD client is rarely all four of these. It is

difficult for the mental health worker to settle tor maintenance of current level of

functioning, as opposed to an increase of level of functioning, as the best outcome

possible for some clients, and workers jsreoccmpied with the LTMD are prone to

"burn out" faster than other workers.
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The difficulty of drawing and retaining LTMD specialists in Montana has

given impetus to the use of volunteer and paraprofessionals wherever possible.

The use of paraprofessionals has helped to compensate for the lack of professionals

but employers of paraprofessionals must take care that they are utilized in a way

that neither threatens the professional staff nor exceeds the paraprofessional '

s

capabilities.

D. Coalition and Consti tuency Building.

Much progress in developing support and advocacy groups has occurred during

the life of the CSP project, particularly during the past year. However, the

pace of constituency building has been slower than anticipated, for several

reasons. Firstly, the members of parent/relative support groups are reluctant to

see the group rapidly change its goal from support to advocacy - the group must

not be hurried in its natural transition from one to the other, or members will be

lost. Additionally, some LTMD clients experience stress when attempting to par-

ticipate in advocacy efforts. Clients must be carefully selected for the role

and carefully supported during the role in order to achieve results. It is impor-

tant to support consumer group development. One worksnop for consumers was held in

Butte in October, 1980 and two more are planned for Spring of 1981.

E

.

Local CSS Development .

A fully functioning community support system with a full array of ten components

requires a fairly large community and a variety of staff. These requirements are
j

met in very few parts of Montana. From the projects very beginning, the CSP office

has had to grappli' with tlic |;roblc>m of buildiiic; community support iii the rural, '

isolated communities that are the norm in Montana. It has been necessary to adopt a

strategy of implementing those components in a given town which can be adequately
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supported in that area. Early in the i)roject, it was decided to implement the

ten components in Lewistown, a city with a population of about 10,000 located in

Region III. It was soon clear that a town of this size, a mental health staff

of only three persons, and a LTMD population of only 17 could not support such

an effort. It was possible to develop a new day treatment program at the satel-

lite office and to implement certain other components, but clients needing the

full array of services simply had to be relocated in Billings in order to receive

them. In effect, the CSP staff found that some community supi)ort clients must be

supported in communities other than their own.

Another impediment to local CSS development has been the great lack of

transitional living facilities in the state. Group homes, cooperative apartments

and independent living facilities have increased as a result of CSP activities,

but the increase has been merely from far too few to too few. It has been estimated

that approximately 25% of the current state hospital census could benefit from

community-based housing if it were available. Considering that housing for the

LTMD client is by far the most expensive service offered by the centers, these

agencies are understandably reluctant to commit more resources to its development.

The long distances and small communities in Montana make special transporta-

tion for the LTMD an extremely expensive proposition. Few Montana communities

have bus systems for their non-LTMD residents, either. Such vans as the centers

currently have are becoming too old to maintain much longer, and replacement may

not be affordable. So far attempts to secure DOT section 18 funding have not

succeeded.

F. Increasing Responsiveness To Minorities.

The use of Native American paraprofessional counselors at the offices of the
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Montana United Indian Association has helped to close the cultural gap between

the Native American client and the largely white mental health establishment.

Unfortunately, there are virtually no Native American mental health professionals

in the state, which would serve to close the gap even further. Another compli-

cating factor in improving services to Native Americans is the complicated web

of agencies with which the CSP staff must attempt to deal: Bureau of Indian

Affairs, Indian Health Service, Montana United Indian Association, and seven tribal

governments.

Responsiveness to the Hispanics and Asian-Americans in Montana has been slow

in coming, largely because these two groups have entered the state in significant

numbers only during the past few years. As a result, there has been little time

for mechanisms of interaction between the mental health system and these two groups

to develop. The CSP has accelerated the development of such mechanisms by conductinc

mental health surveys of these two jx^pulations and developing a list of contacts.

(See Appendix E2)

G. Participatory Planning Process.

In general, the advisory committee concept has proven useful to the CSP in its

program development and fund search efforts. The main problem with this type of

committee is that its members can make plans without appreciating the logistics

required to execute the plans. The larger the committee, the greater the number

of idealistic but impractical plans the CSP director will find himself committed to,

if he is not careful.
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IV . Implications E'or Future Directions

As Montana's CSP finishes its third year of operating as a model demonstration

program on a contract with N.I.M.H. it faces the prospect of now entering into a

grant status with the implication being that the model demonstration has proved

successful and worthy of assistance rather than contract. It is readily observable

that in Montana chronic mental patients have been treated successfully in a variety

of settings given the presence of certain fundamental program elements. The much

larger question that remains is can all of the chronically mentally ill be provided

for adequately in a mental health systems approach. This has yet to be faced and

it will be a considerable undertaking.

A. Implications for Future NIMH Policy and Practice

It is very important that the central office of NIMH continue the regional

Learning Conference as they have had an extremely strong influence on developing

the state of the art in dealing with this population. It would also be extremely

helpful to continue the unit director's meetings that have occurred since the

inception of community support projects. It is from the unit directors meetings

that day-to-day problems can be exchanged and new methods found for developing

alternatives. A strong evaluation component is essential and NIMH has a good

start on this. N.I.M.H. is urged to continue these efforts. The technical

assistance program developed at the regional level for broad field of mental

health has proved, over the years, an eminantly successful project to increase

motivation as well as skills and learning on the part of practitioners.

It is recommended that the NIMH consider a technical assistance program for those

who would be working with the chronically mentally ill. As the CSP central office

continues input into developing and drafting guidelines for the new Mental Health
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Systems Act strong emphasis is made for maintaining the identity and integrity

of the functional definition of chronically mentally ill to insure that other

groups of population at risk do not impinge into the area that has been carved

out for the chronically mentally ill. In new awards to be made by NIMH for programs

and services for the chronically mentally ill it is strongly affirmed that the

present system of excellence in service in ongoing programs be awarded on a per

capita basis.

B. Implications for Future Policy and Practice of Other Federal Agencies

Recognizing that the needs of the chronically mentally ill may cross-over

many federal agency boundaries, it is recommended that NIMH assume leadership and

responsibility in trying to bring together some of the many conflicting agencies

to develop stronger awareness of the needs of the chronically mentally ill. Speci-

fically in the areas of housing, work and Medicare and Medicaid reimbursement is

this observable. A specific problem that seems in need of some immediate attention

is the food stamp regulations and the difficulty that the chronically mentally ill

have in becoming eligible for this. It would be helpful if the NIMH assume respon-

sibility for development of a directory of federal services which takes into account

the needs of the chronically mentally ill. On the state level, Montana has done

this with a manual for helping local service providers in assisting clients to ob-

tain SSI benefits.

C

.

Implications for Future State Policy and Practice

An essential element of the model demonstration in Montana to date has been

the presence of a state focal point, a state office of which planning has occurred

to facilitate program delivery. The necessity of this state focal point being in
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close proximity to and strongly aligned with the mental health authority and

the ongoing concerns of the mental health program is very important. It has been

found that a CSP Advisory Committee, made up of consumers, minorities and main-

stream agency representatives, has been extremely useful in working with other

groups that are responsible for this particular patient. In addition, a pro-

fessional advisory committee made up of state hospital and mental health center

personnel, has proved to be extremely useful in promulgating community support

system concepts. Collaboration with the State Manpower office is an essential

element, one that is not easily attained and needs continual work on. Still

seen as a major problem by the community support project is development of the

attitudes, training and motivations of the mental health service providers in the

field. It has proved successful to award sub-contracts to local agencies for a

variety of direct service for this population. It would also seem advisable for

states considering more extensive services to the chronically mentally ill, to

think of utilizing a fee for service sub-contract with them. The development of

a working agreement between the Division of Mental Health and the Division of

Rehabilitative Services in Montana has jiroved useful. It would seem that the

actual placing of a mental health position within the Vocational Rehabilitation

Office would be an extension of this working agreement.

D. Implications for Future Local CSS Policy and Practice .

One of the major gains observed in the three years of Montana's experience

with a model demonstration has been the utilization by the local organizations of

a psycho-social model approach, especially in day treatment. Several of the centers

opted to move on from a somewhat static medical model partial hospitalization unit,

to a more embracive rehabilitation model. The necessity of developing a strong

case manager approach is evident. The experience that the model demonstration
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agency in Billings has had with volunteer case management has been extremely re-

warding. It would seem that any development of case manager systems should have

a strong component of linkage with other agencies and multi-agency sharing of

clients responsibility. The utilization of volunteers, paraprofessionals, and

consumer development in general has proved extremely efficacious. Natural pro-

vider development is an essential component. The necessity of designating indi-

vidual clinicians responsible for both residential and vocational programs has

proven itself as an essential element.

In conclusion the needs of the chronically mentally ill are extremely ex-

tensive. The three years experience with a model demonstration agency in Montana

has shown satisfying results in ameliorating some of these needs, especially with

the known population. The extent of the problem however, is much broader than

what could be met through a model demonstration and further system development is

strongly needed.
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J/ DEPARTMENT OF HEALTH & HUMAN SERVICES Region Vlll

^^^ 2£-'eH)

Federal Office Suilding

1961 Stout Sere'??

Denver CO 80294

Deceraber 12, 1980

Mrs. Ethel Bond, Chairman
Montana State Council of Community
Mental Health Centers

Southcentral Montana CMHC
12A5 North 29th Street
Billings, MT 59101 .

.
'

'

Dear Mrs. Bond:

The Alcohol, Drug Abuse and Mental Health Division staff of Public Health
Service, Region VIII has been reviewing statistics and inforoacion which
impressed us, so we wanted to share them with you, knowing of the Council's
concern for the chronically mentally disabled in Montana.

The utilization rate nationally of State Hospital beds per 100,000 popu-
lation for the years 1974 - 1977 when compared with Montana's reflects
favorably the effolfs of deinstitutionalization in Montana. . Nationally
the chronically mentally disabled in state hospitals decreased 28.7% during
the period while in Montana they decreased 32.3%.

Another indicator is the comparison of recidivism rates. A four year study
in Montana from January 1. .'6 through December 1979 of 100 clients showed
that 78% did not return to Warm Springs State Hospital. Of the 22% who
needed further care at Warm Springs:

14%



'l^
'

2
December 12, 1980

Mrs. Echdl Bond

,,^__^^. ,^ chroncially disabled group will approxinate the grouch

of^Sota^Ind'che various communities in it.

•11 Ko «f cnmp use to you and the Council,

-.-e hope the above
^-^--Ji^V^^ '^'L^Tf hes. facts, v. did uant

Even though you are probably
^^"'''^/""^^^.^^Uet.t work that is being

;°drrtf.irin\°J:Lr.urSj:rd"trt?e%jro.icaXly »e„taUy disabled.

It is a record you can be proud of!

Sincerely yours.

Y\
'^^.c.iley C.'^^oney, PhD ^ , „ , .t.

Director, Alcohol, Drug Abuse & Mental Health

A. Naomi Kennedy, RN
, „ , ,

Regional Consultant in Mental Health
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LETTER OF INTENT

INDEPENDENT LIVING INITIATIVE

STATE OF MONTANA

February 13, 1981

"Disabled persons have the right to medical, psychological
and functional treatment, including prosthetic and orthetic
appliances, to medical and social rehabilitation, education,
vocational education, training and rehabilitation, aid,

counseling, placement services and other services which will

enable them to develop their capabilities and skills to the

maximum and will hasten the process of their social integra-

tion or reintegration."

From United National Declaration on

the Rights of Disabled Persons

December 9, 1975



11 ni.c;;..i\oir\'

(I Ul;i"i" '1 I'll' '' iiu.i'i i; ,n'

February 11, 1981

Barbara Cooper, Acting Director
Office of Demonstrations and F.val nations
Health Care Financing Adniinistratifin

[)epartrii2nt of Health and flunian Services
Room 2"E, 6 Oak Meadows Building
6401 Security Blvd.
Baltimore, Maryland 21235

Dear Ms. Cooper:

The objective of the Independent Living Initiative is to provide
improved community based service and support to our handicapped citizens
by examining the status of existing programs and implementing nev/ plans
with an emphasis on coordination and improved management. With that
objective in mind, I would like to express my support for the Initiative,
Montana would be honored to participate.

The Governor's Task Force that I have selected to study the ongoing
coordination and planning efforts relative to independent living services
for the handicapped is made up of dedicated professionals and consumers
who deal every day with the existing problems of Montana's handicapped.

Our past commitment to the needs of handicapped citizens is apparent
in the inter-agency programs that are in place and in operation today in

Montana state government. The Inter-Agency Committee for Handicapped
Children-is an example of such a combined effort on the part of the
Departments of Institutions, Social and Rehabilitation Services, Health
and Environmental Sciences, the Office of Public Instruction and the
Office of the Governor in providing first rate health care for handicapped
Montana children.

The Independent Living Initiative would support and promote Montana's
current efforts on behalf of our handicapped populace and would further
enhance the excellent programs that have already been initiated.

Thank you for your consideration.

Sincev;l'ly, y

TED SCHWTNDEN
Governor
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INTRODUCTION

The great diversity of disorders - physical and mental - should not
obscure the commonality of efforts required to meet the life-serving needs
of disabled populations. The propensity to classify and categorize, use-
ful for purposes of diagnosis and treatment, sometimes leads one astray
when it comes to setting a course for rehabilitation.

Traditionally, the recognized major forms of disability include those
disabled by reason of physical, sensorial, neurological, developmental and
emotional disorders or deficiencies. Even beyond these categories are the
large group of the multi-dysfunctional. What these gross distinctions con-
ceal is the simple fact that few impairing conditions, if any, leave the
i-ndividual free from some degree of psychological difficulty. Tn this
broad sense, therefore, it becomes clear that the overwhelming bulk of the
disabled share some degree of psycho-social impairment, much of which may
be generated by societal attitudes.

It is the hope that a commonality of effort in serving the needs of
the handicapped may be strengthened in Montana by uniting with the federal
establishment. This Independent Living Initiative serves as a useful tool
in accomplishing this goal.

What follows is a Letter of Intent describing Montana's current efforts
on behalf of furthering the independent living capacities of the handicapped
and identifying areas in which these efforts can be strengthened. In the
interest of clarity, several of the sections of this document are divided into
sub-sections; one for each of the major handicapping conditions included:
mental health discibilities, developmental disabilities, and physical disa-
bilities.

CURRENT ACTIVITY

A. Mental Health Disabilities

The Montana Department of Institutions has three major service Divisions:
Alcohol and Drugs, Corrections and Mental Health and Residential Services.
The Director of the Department has been designated the state's mental health
authority by the Governor. The Administrator of the Mental Health and Resi-
dential Services Division serves as the mental health program director for
the state. The principal functions of the Division are:

• to operate a network of state facilities which provide inpatient
and outpatient services;

• to administer a program of financial assistance to, and service
contracts with, local provider agencies;

• to formulate standards to assure quality care; and

• to provide leadership, policy development and planning which in-

volves a hierarchy of local, regional and state organizations.
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The Community Support Project (CSP) is the unit within the Division

which is most directly involved with independent livinq services for the

mentally ill. Specific Community Support Project responsibilities include:

• provision of coordination amonq the five regional community
mental health centers. Warm Springs State Hospital, the Center
for the Aged and the Division regarding planning and delivery

of services for the chronically mentally ill;

• development and monitoring of all CSP subcontracts between the

Division and community mental heajth programs to include para-
meters of funding, service description, contract standards,
goals and objectives;

• development and monitoring of CSP contract agreements between
the Department of Institutions and National Institute of Mental
Health and preparation of semi-annual reports;

• continual development, implementation and refinement of

- local Community Support System demonstrations
- interagency collaboration for Community Support System

development
- Community Support System program development strategy with

special emphasis on manpower, minority, consumer, and public
education issues.

- Community Support System evaluation activities.

Montana state law establishes one private non-profit community mental

health center in each of the state's five human services regions (see Fig-

ure 1) and requires that they provide the following services: partial

hospitalization, inpatient care, outpatient care, emergency services, consul-

tation and education, and pre-care/after-care. The Department of Institutions

is empowered to contract with these centers for the purchase of mental health
services. It is via these contracts and the support the centers receive from

federal, and county, governments and fees, that community mental health services
are provided in Montana.

The Indian Health Service operates a Billings-based mental health/alcohol
office that relates to units on all seven reservations in Montana: Blackfeet,

Crow, Flathead, Rocky Boy, Northern Cheyenne, Fort Belknap and Fort Peck.

Liaison has been established with these Indian Health Services units on a

state and local basis but ongoing collaboration and meaningful interchange
is only in the beginning phase. The Montana United Indian Association pro-
vides services to off-reservation Indians and is the recent recipient of a

special mental health project grant to serve community mental health needs.

A close, collaborative working arrangement has been effected locally and
statewide between the Association and the community mental health centers
described above.

The Mental Health Association of Montana is a volunteer organization
concerned with improving the mental health of citizens of Montana. The

Association is part of a three-level structure which is composed of the

National Association for Mental Health, State Associations and local chapters.

The State Association is located in Helena. There are currently 12 local

chapters of the Association in Montana.
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Tlie mission of tho Mental Health Association, via research, social
action and education, is the prevention of mental illness, the promotion
of ment.iJ health, anci services for (hose in need. Public relations cam-
pa iqns havt- b(!on initi<iLt;d by the A'-.social ion to aid in alleviating the

stiqma of mental illness. Also, voJuntcers are involved in assessinq
mental health needs in their communities and reviewing mental health centers.

The Montana Alliance for the Mentally 111 is a newly formed consumer
representative organization with chapters in Great Falls, Helena, Billings,
Missoula, Miles City and Glendive. Primarily supportive of parents and
family members of the chronically mentally ill, these groups are beginning
to develop some advocacy functions.

The chronically mentally ill, as well as those with other mental health
problems, are served by the system of service agencies described above.

On a national level, severely mentally disabled adults whose primary
disability is emotional and for whom long term 24 hour nursing care would
be inappropriate are considered to be chronically mentally ill. The Montana
Community Support Project has utilized this definition and up to October 1980
employed the so-called "Georgia Criteria" in identifying the chronically
mentally disabled population known to the five mental health centers and
Warm Springs State Hospital. This checklist consists of two sets of yes
or no items relating to history of prior hospitalizations, lack of occupa-
tional and living skills and lack of social supports.

As of January 1, 1980, 1,569 persons (.2% of the state's population)
were identified as fitting these criteria. There are appreciably more
females than males (57% vs. 43%). A wide range of ages are represented with

no one age group predominating. More than half of these persons carry a

diagnosis of schizophrenia. The proporation of white and Native American
clients resemble their approximate proportions in the general population.

In November, 1980, the new national operational definition of the chroni-

cally mentally ill population was put into use in Montana. This definition,

with its lessened emphasis on previous hospitalization, offers the oppor-
tunity to include individuals in this population who were excluded hereto-
fore and it is expected that the next annual census count on March 1, 1981,

will consequently show a substantial increase in this population.

The National Institute of Mental Health has reported a nationwide
estimate of .66°. of the population as having chronic mental illness. If

one applies this percentage to Montana's population it can be seen that
there are 3,610 unidentified chronically mentally ill persons in the state

and an overall total of 5,179. Of this number, approximately 10% are

developmental ly and/or physically disabled in addition to mentally ill.

For the purpose of this Letter of Intent, it is assumed that services

for the chronically mentally ill are synonomous with independent living

services. This is a reasonable assumption since it is this group of mental

health clients which is most in need of support in sustaining an non-inde-

pendent life style. During fiscal year 1980, among the five community mental

health centers, 17% to 42% of the centers' budgets were used for services to

the chronically mentally ill. A total of 64 center employees statewide worked

to serve this group of clients.
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Warm Springs State Hospital, with a population of 315, is the facility
in the Mental Health and Residential Services Division which provides
institutional care for the mentally ill. The deinstitutionalization thrust
has been stronq in Montana. The growing disenchantment with institutional
care was evidenced in Montana in 1974 and 1975. A strike at Warm Springs
State Hospital led to the National Guard being called in for six weeks and
these returning citizens passed the word about the conditions existing in

the institution. The Ministerial Association in Montana produced a film
entitled "Them and Us" graphically portraying the plight of the institution-
alized mentally ill and retarded. On the national level, federal judges were
taking action through court decisions to liberalize some of the outmoded
customs governing the institutions, with a strong emphasis on civil rights.
In 1974, the Montana Legislature passed the "Mental Health Commitment Act".
This was a major step in restoring civil rights to the institutionalized
mentally ill, mandating improvements in hospital care and custody, setting
up programs for screening and aftercare and giving greatly increased emphasis
to community care. In December of 1975, a major contract was signed with the
five mental health centers and Warm Springs State Hospital whereby funds
"followed" patients from the hospital in order to expand screening and after-
care efforts in the community.

The population of Warm Springs State Hospital reached 1,600 at its peak
in 1961, slowly descended to 903 by 1975 and to 480 by June 1,1977. Obviously
a lot happened in 1976 and 1977. The pace had quickened and the demands for
community alternative to institutionalization had increased. However, the
mental health centers in local communities were insufficiently equipped for

these new demands. Community alternatives were not extensive and had to be

adequately developed. As of June 1977, for example, only six transitional
care facilities for the mentally ill existed in Montana. Sheltered workshops,
group homes and foster homes, were all in short supply. Community attitudes
were untested.

The contract between the centers and Warm Springs State Hospital for

development of community services for the mentally ill terminated in 1977.

The legislature then appropriated additional funds for the continuation
of this effort. In 1978, the CSP was initiated in Montana as an extension
and an elaboration of the above activities.

The reduction of the State Hospital patient population by nearly two-thirds

in six years bears witness to the commitment which has been made in Montana

to provide services which will lead to more independence among the mentally

disabled. This commitment has been made not only by the community mental

health system and its advocates but also by the State Hospital, which has worked

to provide services and inter-agency linkages which maximize the probability

that patients can resume a non-institutional life.

I
An example of the State Hospital's efforts is the Cluster Program, initiated

in 1979 and patterned after the Fairweather Model. Under the Cluster Program,

small groups of patients are formed within the hospital, given six months of

semi- independent living experience on the hospital campus, then placed into a

community as a group and closely followed for a year or more to support the

process of community adjustment. The Cluster Program is designed for patients

who need a more gradual re-entry to independent living. Many of these patients

are mildly metitally retarded and/or have histories of seriously anti-social

behaviors in addition to being mentally ill.
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Finally, one cannot report on Montana's services which promote inde-
pendent livinq for the mentally ill without reference to the work beinq done
by volunteer organizations. The Mental Health Association has 590 members
in twelve chapters throughout the state. Many of these volunteers have men-
tally ill family members and the organization takes a strong interest in

public education and advocacy for the mentally disabled. The Montana Alliance
for the Mentally 111 has 50 members, although it was established only one year
ago. These two consumer groups have, in cooperation with the Community Support
Project, sponsored one workshop directed toward formation of advocacy groups of
recovering patients and they are planning two additional workshops.

B. Developmental Disabilities

Within the Department of Social and Rehabilitation Services, the

Developmental Disabilities Division administers, monitors and coordinates the
delivery of state-supported, community-based developmental disabilities ser-
vices. The Division's purpose is to provide quality community-based services
in the least restrictive environment which promotes the principle of normali-
zation for citizens who are developmental ly disabled.

The administration of community-based services occurs through a central
office, which coordinates and supports the functions of five regional offices.
The regional offices develop and implement services, offer technical assis-
tance to programs, and monitor the delivery of services. Regional and state
developmental disabilities councils take an active role in planning and
advising state agencies, councils, local governments, and private organizations
on programs for services to the developmentally disabled.

The Division provides services by contracting with private non-profit
corporations. Services purchased include the following: family training and
support, residential, adult vocational training and habilitation, transportation,
adaptive equipment, and evaluation and diagnosis services. Contracts are
negotiated between the Division and local boards of directors. These contracts
contain specific conditions for performance by the contractors based upon
federal and state laws, regulations, and Department policies concerning treat-
ment provided to the clients. All services purchased must provide programs
for individuals which must be: 1) interdisciplinary in their approach to iden-
tifying the needs of the individual and devising ways to meet them; 2) based
on developmental principles; 3) provided within an environment that is normal-
izing; 4) integrated within the community therefore allowing an individual to

experience a normal routine of life; and 5) protective of individual rights.
The entire thrust of these services, therefore, is directed toward the goal
of independence and self-sufficiency. ^

t

Since 1960, over 1500 developmentally disabled persons have been returned
to communities from institutions in Montana. At present, 1,646 persons are
served in community-based programs located in small facilities in local com-
munities throughout the state. The state's only full service institution for

the mentally retarded has gone from a population of nearly 1,000 in 1969 to

slightly more than 200 in 1981. Like the deinstitutionalization movement on

behalf of the mentally ill, the changeover from primarily instituA:ional to

primarily community care for the developmentally disabled has been accomplished

by the cooperative efforts of community service providers and advocates, and

institutional staff.
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while the Developmental Disabilities Division has primary responsibility
for providing specialized community services for the developmentally disabled,
the Division's efforts are supplemented by other state agencies which offer
services relevant to promoting independent living among these persons. Other
participants in the developmental disabilities network within the Department
of Social and Rehabilitation Services are the following divisons.

a) The Community Services Division supervises the provision of com-
prehensive social services by county caseworkers. These servicee
are aimed at strengthening families, maintaining an individual in

the least restrictive environment and enhancing self-sufficiency.
County social workers assume case management roles which include
chairing the individual habilitation planning teams.

b) The Economic Assistance Division provides financial assistance for
food, nutrition and medical programs.

c) The Rehabilitative Services Division provides services to vocationally
handicapped people of employable age to restore them to gainful employ-
ment. The program emphasis is to serve severely disabled persons.

d) The Visual Services Division provides evaluation, training, transpor-
tation, and counseling for visually impaired persons.

State departments, other than the Department of Social and Rehabilitation
Services, who provide, or oversee the provision of, developmental disabilities
services are the Department of Institutions, the Department of Health and Environ

mental Sciences, and the Office of Public Instruction.

The present developmental disabilities comprehensive delivery service system
is evolving to meet individual needs in an effective and efficient manner. His-

torically, Montana's philosophical intent and legislative action have promoted:
a) services supported at the local level; b) "checks and balances" by citizen

participants for quality services; c) flexibility in meeting individual needs;

and d) the establishment of resources available to the community citizens.

C. Physically Disabled

The Montana state agencies having primary responsibility for independent

living services for the physically disabled are the Rehabilitative Services

Division and the Visual Services Division of the Department of Social and Rehabi-

litation Services.

I

The Rehabilitative Services Division provides, via rehabilitation counselors

located throughout the state and purchase of service contracts with 8 rehabili-

tation facilities, vocational services to handicapped persons of employable age.

Currently four of eight Rehabilitation Facilities provide independent living

services to approximately 100 deinstitutionalized severely disabled individuals.

This has been a very effective program and we see a need for this in the other
|

four Rehabilitation Facilities as well as a need to expand the existing program.

The Visual Services Division has been awarded a $200,000 grant under Title V

Part B of PL 95-602. The program of services under 1 his grant consists of two

major components, both of which are designed to enable independent living service



specifically required by the blind population of Montana. This population
includes persons in the categories of low vision, diabetic blind, multi-
handicapped blind, mentally rctanied blind, doaf-blind, c:onqenital ly and

adventiously blind, elderly blind, and totally blind. The two major program
components are a transitional cejiter for independent living which offers daily
living skills training and socio-recreational activities and an independent
living outreach component which, through established outreach posts, will pro-
vide, or cause to be provided by organized outreach activities, several services
essential to increasing all individuals* ability to live independently. Although
primary emphasis will be on serving the visually impaired, services will be made
available to all severely handicapped individuals if such individuals are eli-
gible and can benefit from a program specifically established for the blind.

The Department of Social and Rehabilitation Services is currently negotiating
a contract with and between the Montana Association for the Blind and the Board of
Directors of the Montana Independent Living Rehabilitation Center and Outreach
Program. Program implementation is expected to begin about June 1981, after which
10 clients per month will be served at the Center. Outreach services will be

limited in scope the first year. The number of people expected to receive out-
reach services from June 1981 through May 1982 will range between 300 to 500

individuals.

D. Coordination of Existing Agencies

Upon receipt (unfortunately delayed due to turnover in the Governor's Office)

of the announcement of this Initiative, the human services coordinator in the

Governor's Office called upon the Department of Institutions, Department of
Social and Rehabilitation Services and Office of the Superintendent of Public
Instruction for a preliminary assessment of Montana's desires to apply for this

opportunity for increased services to the handicapped. These three departments
represent a major commitment of services to the mentally ill, developmental ly
disabled and physically handicapped. With the decision to proceed with the

Initiative, the first step was to form a Governor's Task Force. Task Force
members gathered relevant data for this Letter of Intent and designated the target
groups identified below.

The Task Force, in addition to serving as a conduit for and reviewer of
local proposals under this Initiative, will function as the focal point for
state level coordination in the development of independent living programs for
the handicapped. The Task Force will review all proposals, regardless of poten-
tial funding source, of any of its participating agencies relating to the expansion
or alteration of services to the disabled. The Task Force will review relevant
state plans including those for Developmental Disabilities, Mental Health,
Social Services (Title XX) , Special Education, Vocational Rehaibilitation,

Medicaid, and others, in order to keep abreast of new program development and,

when possible, suggest methods of cooperation and collaboration among agencies.
The inclusion of a member of the staff of the Governor's Office will ensure that

the Task Force is aware of executive policy directions and, when appropriate, has

input into the process of setting those directions.

This Task Force, directing its efforts toward the coordination and planning
of independent living services for the handicapped, is only one of several inter-

agency committees involving Montana's state human services agencies. The same

agencies are represented on the Interagency Committee for Handicapped Children,

the Interagency Committee for Emotionally Disturbed Children, the Community



(

Support Advisory Committee, the Developmental Disabilities Advisory Council,
and other groups. Montana programs serving the disabled have, therefore,
established coordinated efforts in dealing with other human services issues.

It is anticipated that the Independent Living Task Force will benefit from
the good working relationships which already exist.

FUNDING COMMITMENT

Montana's legislature meets every other year for 90 days. Because the
legislature is meeting this year at the time of the drafting of this Letter
of Intent, it is difficult to assess what legislative decisions will be made
to expand or modify current commitments to the handicapped. Among the pro-
posals currently before the legislature, for example, is a bill which would
allow the Department of Social and Rehabilitation Services to redefine its

parameters for Medicaid payment and a bill which would increase the number of

personal care facilities for the handicapped. With a new administration in

Washington, a similar uncertainty exists with regard to federal programs.
Affecting both levels of government is the high cost of inflation and its

subsequent effects. In view of these factors, the following funding data are

offered with some degree of uncertainty, but with the assumption that spending
levels for the next biennium will not be dramatically different from fiscal

year 1980 expenditures.

A. Mental Health Disabilities.

During state fiscal year 1980 (July 1, 1979 to June 30, 1980) , the five

community mental health centers spent a total of slightly more than $7.1 million.

Of that total about 43% ($3.1 million) came from purchase of service agreements
with the State Department of Institutions. Table 1 shows the estimated state

and non-state support levels for independent living services to the chronically
mentally ill during FY 1980.

Table 1

Level of Fiscal Support By Source For Services
For The Chronically Mentally 111 (FY 1980)

Estimated
S

t

ate Support
Estimated

Non-state Support^

Estimated
Total Expendi-
tures for CM

I

Region I CMHC
Region II CMHC
Region III CMHC
Region IV CMHC
Region V CMHC

TOTALS

$ 100,708
184,840
351,969
135,815
108,447

$ 881,879

$ 72,866
414,152
430,531
171,668
82,480

$1,171,697

$ 173,574
599,092
782,500
307,483
190,927

$2,053,576

Among the non-state sources of support for independent living services was

a Community S-upport Project grant which will contribute $330,000 for program

coordination and direct service provision on behalf of the chronically mentally

ill for the perixsd March 1, 1981 to February 28, 1982.

Non-state support includes federal grants and contracts, county contributions,

and fees for service (direct and third party)

.
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B. Developmental Disatdlities

During FY 198Q, the Developmental Disabilities Divis.iqn spent, via con-
tracts with local providers, almost $7.4 million for services for the develop-
mentally disabled. Slightly more than bO% of the Division's budget comes from
the State general fund with the remainder from federal social services
(Title XX i funds.

Total expenditures for 1980 fiscal year purchase of residential services
contracts were: $1,767,455; habilitation day services; $3,980,527; transporta-
tion services: $515,815; family and children services: $777,664; respite ser-
vices: $184,939; and evaluation and diagnosis services: $136,973.

Budget requests for FY '82 and '83 include similar expenditures with in-
flationary factors included.

C. Physical Disabilities

During FY 1980, the Rehabilitative Services and Visual Services Divisions
expended a total of slightly less than $3.1 million. Of that amount 80% was
federal funds and 20% was from the state general fund.

As a part of the Independent Living Initiative activities in Montana,
local non-profit agencies and organizations will be encouraged to raise
matching funds for specific projects. New projects would be coordinated with
existing service programs prior to funding.

The Visual Services Vocational Rehabilitation Program is already a reci-
pient of a Title VII, Part B grant. The general Vocational Rehabilitation
Program will accept proposals for the Independent Living Program from pri-
vate non-profit groups as part of this Initiative.

While the State Medicaid Agency would probably have been willing to try
for a 1115 waiver for this Initiative, they are not able to. The budget
submission process for 1982-83 is completed and it is too late to request
additional state funds.

TARGET AREAS

Despite the sizeable array of services for the handicapped, in which
Montanan's can have justifiable pride, there exist gaps which continue to
challenge the ingenuity of the human services network. In addition to

existing independent living service needs which sometimes go unmet, with
over 3,000 special education students over the. age of 14, (see letter of sup-

port from the Superintendent of Public Instruction) there will continue to

be pressure for development and refinement of services which promote inde-

pendence among the disabled.
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For the purpose of this Independent Living Initiative, 12 service areas
have been targeted for further development. They are presented below in an
order which does not denote a prioritization. All target areas are considered
to be equally important.

• There is a need for additional non-institutional housing for the
chronically mentally ill.

• There is a need for four intensive treatment group homes to serve
those residents of Warm Springs State Hospital who are in need of
the Cluster Program approach to community re-entry.

• There is a need for better training of local providers concerning
the severely handicapped in order to make them more accepting of and
able to serve this group.

• There is a need to recruit and train a greater number of minority
group members who can effectively work with disabled minorities.

• There is a need to overcome the interrelated barriers posed by
Montana's great size and rural ity. Innovative methods to serve
people close to home, make programs accessible, and have staff
available for crises on a 24 hour basis are needed. Transporta-
tion for all handicapped groups is an issue, as is the provision
of needed professional services which allow handicapped persons
to stay in their often very small home communities.

• More needs to be done to overcome the many myths and misconceptions
about the disabled. Acceptance by the general public is the
single most important factor in assuring an opportunity for inde-
pendence for the handicapped.

• There is a need for a variety of services for mobility handicapped
parapalegics and quadriples:

- aides or home attendants
- peer counseling
- advocacy
- home nursing service
- independent living skill development
- auxiliary aids and equipment for life support purposes in

the event of power loss

• There is a need for orientation, mobility and rehabilitation ser-
vices for the blind in rural Montana who cannot or will not leave

home for services in urban areas.

• Additional services for the deaf-blind are needed.

• There is a need for comprehensive independent living services for

the mildly mentally retarded and those with borderline intelligence

in the 18 - 2S years old age group. Such services should include;

- residential
- vocational/employment
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- recreation/leisure activities
- personal care and conununity living skills training
^ counseling
- transportation
^ referral services

• It is suggested that, at least with regard to developmental dis-

abilities services, the western part of the state (Region V) be

targeted. This area is selected due to the needs of rural indi-

viduals of varying ethnic backgrounds and economic levels which

have been identified. The University of Montana, located in

this area, is an excellent resource for professional and technical

assistance.

•. There is a need for reader services for the blind and radio reading

services for the visually impaired and the physically diseibled who
are print handicapped.

LOCAL PROVIDERS

A. Mental Health Disabilities

The major components of the mental health service delivery system provide

a wide array of mental health services to the chronically mentally ill popula-

tion. The five community mental health centers provide direct service through

their central and satellite offices to 50 of the 56 counties in Montana and

emergency service to all 56 counties. Inpatient care through psychiatric units

in community hospitals is provided in 4 of the 5 catchment areas and a

scattered bed approach is utilized in other key cities. Outpatient evaluation,

follow-up and emergency care is available in 36 separate satellite offices and

1-2 day a week services is provided to 15 additional counties. Partial hospi-

talization is available in 13 units in 12 communities. Residential care

ranging from 24 hour a day supervised group homes to leased independent apart-

ments is available in 16 facilities in 8 communities. The transfer of $1.6

million from the state hospital to the centers in 1975-1976 allowed for some

of these services to develop and aftercare units were established.

B. Developmental Disabilities

The following services are provided through purchase of service contracts

from the Developmental Disabilities Division. The descriptions of services

and the number of individuals served in each service area are presented.

These service areas include residential (community homes and semi-independent

apartment living), adult habilitation day services, transportation, family

training and support, and the evaluation and diagnosis services.

Residential services encompass all alterna,tive living arrangements that

serve persons individually or in small groups. Services designed to enhance

the development of each individual include care and varying degrees of super-

vision and training. The major goal of residential services is the provision

of instruction and intervention in accordance with the developmental model

and the principle of normalization. The provision of services is directed

towa,rd maximum skill acquisition in order to increase personal independence.

• Adult Community Home - is a licensed family-oriented residence de-

signed to provide, fpr two to eight individuals, supervision, room

and board and training.
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• Adult Community ICF/MR (less than 15) - is, a service that in con-
junction with outside resources provides 24 hour intensive habi-
litation training and treatment for adults whose needs cannot be
met in less intensive services.

• Children's Community Home - is a licensed family-oriented residence
desiqned to provide care and training for two to eight severely,
multiple handicapped individuals between the ages of 5 and 21.

• Children's Community TCF/MR (less than 15) - is a service that,
in conjunction with outside resources, provides 24 hour intensive
habil itation training and treatment for children whose needs can-
not be met in less intensive services.

• Semi- Independent Living and Training - are services provided by
outreach trainers to assist individuals age 18 years and over who
have achieved designated skills for semi-independent living. The
clients may live in a variety of residences with varying degrees
of supervision and training specified by the habilitation team
and the client.

All residential services provide training based on needs which range from
intensive and basic to less intensive and advanced. All training is designed
to minimize the clients' dependence on others. There are 425 children and adults
presently served in community homes located in 27 local communities throughout
the state. One hundred and fifty adults are served in semi-independent living
and training services. Over three hundred additional individuals statewide are
requesting residential services which are not available at this time.

Habilitation day services provide specific functional training which is

based on an IHP for developmentally disabled adults. These services include
but are not limited to basic life skills training, prevocational training,
work activity training, and vocational sheltered employment training. The
major goal of habilitation services is the provision of instruction and inter-
vention in accordance with the developmental model and the principle of normali-
zation, which is directed toward individual movement to a higher level of
independence. There are 950 adults presently served in habilitation day ser-

vices in 31 local communities dispersed throughout the state. Over 300 addi-

tional persons who are not presently served have requested habilitation day
services.

Transportation services are for the conveyance of developmentally disabled
persons from a residential setting to a work setting and back; from a residential

or work setting to another site in which they receive services such as medical,

dental, physical therapy or leisure time services. At present 900 individuals

are receiving transportation services in service areas throughout the state.

Over three hundred additional persons are requesting transportation services.

Services to families and children are the provision of training, informa-

tion, and support services to families to assist in the development and care

of their child who is developmentally disabled or at risk. These services

are coordinated with other generic and specialized community services. The

major goal of family and children services is assisting the natural or foster

family in raaxi~mizing the developmental potential of their child and maintaining

their child in the appropriate, least restrictive environment. At present 380

families are receiving training, information, and support services statewide.
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Respite care includes in-home and out-of-home care of persons by

trained individuals. This care is for a short fixed period of time in order

for natural or foster parents to provide relief from the continuous care of

the family member. At present up to 370 persons receive respite services.

Requests have been made for additional respite by present recipients as well

as service requests for unserved persons.

The provision of clinical inter-disciplinary diagnosis and evaluation

is designed to assess the level of development in terms of capability as well

as deficiencies. The major purpose of evaluation and diagnostic services is

to identify areas of needed services and programs relevant to clients' capa-

bilities and deficiencies.

C. Physical Handicaps

The following agencies provide local services to the physically disabled:

State and Local Resources Related to Blindness:

Montana Association for the Blind
Visual Services Division
State Library for the Blind
Montana State School for Deaf and Blind
Opthalmological Association
Optometric Association

Educational Resources

State University System and Programs
State Vo-Tech Centers
G.E.D. Programs
Other Educational Programs

Employment Resources

Rehabilitation Facilities
State Employment Services
World of Work Programs
Private Job Services
School Placement Officers
Other Employment Resources

Medical Resources

Medical Specialists (M.D.s) Diabetologist, Opthalmologists, and Others
Diabetic Education Programs
M.S. Society
Physical and Occupational Therapists
Medical Rehabilitation Centers
Nutritional Programs
County Health Departments
Mental Health Associations
Home Health Care - Westmont Community Center
Other Medical Resources
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Economic Resources

Social Security Administration (SSI, SSFI, Retirement!
Public Assistcince Programs (County Welfare)
Basic Education Opportunity, Grants cind other Student Aid
Federal Low Income Assistance Programs
Loan Resources
Rent Assistance Programs
Other Economic Resources

Other Community Resources

Fraternal Organizations - Lions, Elks
Public Transportation
CETA
SCORE
Retired Business Executives
Senior Citizens Organizations
Community Recreation Programs
VISTA and Other Volunteers
A Variety of Other Resources including RSVP
Western Montana Radio Reading Service, Missoula
Montana Low Vision Service, Inc., Helena
Montana Coalition for the Handicapped, Missoula
Montana Association for the Deaf

Work Oriented Rehab Facilities

Billings Workshop
200 South 24th
Billings, MT 59101
Phone: 248-9115

Missoula Rehabilitation Center
2829 Fort Missoula Road

Missoula, MT 59801

Phone: 728-3570

Eastern Montana Industries
PO Box 636
Miles City, MT 59301
Phone: 232-3740

Butte Sheltered Workshop
207 South Montana
Butte, MT 59701
Phone: 723-6501

Helena Rehabilitation Industries
1325 Helena Avenue
Helena, MT 59601
Phone: 442-8632

Missoula Opportunity Workshop
1005 Marshall
Missoula, MT 59801
Phone: 721-2930

Easter Seal Adult Training Center
4400 Central Avenue
Great Falls, MT 59401
Phone: 727-3151

Flathead Industries for the Handicapped

30.5 Third Avenue East
Kalispell, MT 59901

Phone: 755-7656
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IMPLEMENTATION PLAN

Upon notification of Montana's selection as a participating state,

invitations to submit proposals will be issued to all provider agencies

associated with the Rehabilitative Services, Visual Services, Developmental

Disabilities and Mental Health Divisions of state government. These invita-

tions will describe the Independent Living Initiative, identify the target

groups which has been selected, and list the federal programs which are

associated with the Initiative. In addition, specific instructions regarding
how to obtain technical assistance will be included.

A second group of organizations - the various advisory groups and inter-

agency committees which deal with handicapped services issues will be notified

of Montana's participation, provided a description of the targeted populations,
and urged to provide input to providers' proposals.

In addition, the various consumer groups (e.g. United Cerebral Palsy,

Mental Health Association, Association for the Deaf, Association for Retarded
Citizens, etc.) will be notified so that they, too, can be involved in the

development of local proposals.

All of the state agencies involved with this project are experienced at,

and very willing to provide technical assistance to local organizations inter-
ested in proposing projects under this Initiative. The Divisions of Rehabilita-

tive Services, Visual Services, and Developmental Disabilities all have field

staff in regional and district offices throughout the state. Technical assis-
tance is, therefore, readily available. The notifications to local providers
of Montana's inclusion in this program will include specific information re-

garding who to contact for technical assistance.

CONSULTATION

The relatively brief period between the time the appropriate agencies

learned of the existence of the Independent Living Initiative and the date

this Letter of Intent must be submitted has made detailed discussions with

local organizations about this project impossible. There is, however, evi-

dence of local support. Without exception, consumer representatives asked to

serve on the Governor's Task Force have volunteered enthusiastically. Further-

more, the one consumer group with which the Initiative has been discussed in

some detail, the Montana Association for the Blind, has officially endorsed the

project. The Association's letter of support is included with this Letter of

Intent.

Montana's service system for the handicapped is, to a remarkable degree,

a "grass roots" system. In part because of the geographic size of the State,

but also because of the western tradition of independence, local control of

human service programs is an important characteristic of the system. The

community mental health centers, for example, to which 50 of the state's

56 counties contribute money, are private non-profit corporations governed

by county commissioners. Five regional developmental disabilities advisory
councils supplement the citizen input provided by the State Advisory Council

and developmental disabilities services are directed by citizen boards -

usually with each small community having its own provider corporation.

The history of local citizen involvement in the development and operation

of services for the disabled leaves little doubt that there is support for

projects like the Independent Living Initiative in Montana.
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GOVERNOR'S TASK FORCE

The following persons have agreed to serve on the Governor '

s

Independent Living Initiative Task Force. Five of the members of this Task
Force are handicapped consumers or representatives of handicapped consumers.

NAME AFFILIATION (S)

Philip Powers, Task Force Chairman State Coordinator
Community Support Project
Mental Health & Residential Services

Division
Department of Institutions

Joseph Baumgardner Administrator
Visual Services Division
Department of Social and Rehabi-

litation Services

Jeff Cochrane Administrative Assistant
Office of the Governor

Vivian Crabtree Member
Montana Coalition of the Handicapped

W. R. Donaldson Administrator
Rehabilitative Services Division
Department of Social and Rehabi-

litation Services

Budd Gould Chairman
Visual Services Advisory Council

Member
Rehabilitative Services Advisory

Council

Member
Montana House of Representatives

Judy Johnson Director
Special Education Unit
Office of Piablic Instruction

Rose Leavitt Co-founder
Helena Alliance for the Mentally 111

President
Helena League of Women Voters

Member
Community Support Project Advisory

Council
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Governor's Task Force (continued)

NAME AFF 1 1 1ATION ( S

)

Gary Marbut Board President
Developmental Disabilities/

Montana Advocacy Project

Member
Developmental Disabilities

Planning and Advisory Council

Harold Price Administrator
Community Development Division
Department of Community Affairs

Patricia Sharp Program Manager
Developmental Disabilities Division
Department of Social and Rehabilita-

tion Services

Charlie Trott Member
Region III Developmental Disabi-

lities Advisory Council
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' OFFICE OF PUBUC INSTRUCTION

STATE CAPITOL
HELENA. MONTANA 59601 "ptT,"a^d2l;t

(406) 449-3095

February 6, 1981

The Honorable Ted Schwinden
Governor of Montana
Governor's Office
State Capitol
Helena, MT 59620

Dear Governor Schwinden:

The Office of Public Instruction would like to support the
proposal for securing funding for independent living grant
money. In education we have identified 3,089 students age 14
and over (December 1, 1979 Child Count). These children will
soon be leaving the educational services and the more independent
living skills we might provide within the school setting, the
better prepared these students will be for the transition.

There are several school districts in the state who have
expressed concern for this type of preparation of their students
and these schools could certainly benefit from being able to
tap into new resources. We certainly feel that a member from
the educational field would provide insight to the Governor's
task force also.

Sincerely,

AfTirmativc Action — EEO Employer
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MONTANA ASSOCIATION FOR THE BLIND, INC.
• Ill Allili.ilr ol Mil- N.iliori.il I i-ali'idlion i>l llii' Uliiid

Box 536
Kalispell, Montana 59901

February 2, 1981

Bill Powers, State Coordinator
Community Support Projects
Mental Health Division
1539 Eleventh Avenue
Helena, Montana

Dear Mr . Powers

:

During over meeting in Great Falls this past weekend Mr.
Baumgardner discussed with us the White House initiative
on independent living. Our Board of Directors went on
record in favor of encouraging Montana's participation in
this initiative.

As a consumer organization this Association has long
supported programs that allow maximum participation on
the part of those whose lives are most affected by such
programs.

Sincerely yours,
MONTANA ASSOCIATION FOR TEE BLIND, INC.

^-4i_tjiLJ<M^ f^/CV^^^\Xsy^

Lelia M. Proctor, Secretary-Treasurer

cc/doseph A. Baumgardner
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STATE OF MONTANA

DEPARTMENT OF INSTITUTIONS
HELENA

To

From

Philip Powers

David Drachman

Date: February 6, 1981

Subject Cost of Serving CSP Clients
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AGREEMENT

WHEREAS, Southwest Montana Coinmuni ty Mental Health Center (SViMMMC) and '.-.'arm

Springs State Hospital (WSSH) etre part of the Montana Mental Health services

networl ; and

WHEREAS, it is crucial to the citizens of Montana that all members of this

"lental health network exist and function at the maximum possible level; and

WHEREA", in order to provide continuity of care it is necessary that all parties

of this system work in a collaborative/cooperative manner;

THEREFORE be it agreed that:

1. SW:'.::'rlC has designated Debby Huigen, Aftercare Coordinator, Helena

Satellite Office, to be the liaison with WSSH. The following con-

tact persons will be notified when referrals are made to the

respective communities:

Helena - Debby Huiqen, MSW, or

Bill Evans, MSW, Satellite Director

Butte - Barbara Pierce, R.N., or

Ben Peters, Ph.D., Satellite Director

Anaconda - Laurie Mitchell, R.N., or

Richard Emery, Ph.D.

Livingston - Duane Haidle, Ed.D., Satellite Director

Dillon - Jim Bailey, Ph.D.

2. Sta-^f of the SWMMHC will visit WSSH at least once a month to exolain a^er-
care services to hospital patients, evaluate oatients for Center services,

and to develop discharge plans with WSSH staff.

3. The Director of Pre-Release Unit or his designee will be the liaison person

for all discharoe plans fro;n WSSH.

4. Trie 5'':'"MHC and WSSH will exchange staff for training purposes on an "as

needed" basis when it is felt by both parties that this exchange will en-

hance the services provided and not detract from se vices currently pro-

vided by both parties. Funding for travel, oer diem, and lodging for

Cci-ticipa'^ts will not be the responsibility of either the SWMMHC or WSSH.

5. The S'.;V,MHC will screen prospective WSSH patients from Region IV in order

to lir.it inappropriate admissions. This screening process is voluntary;

;'.""1HC is unable to screen all individuals sent to WSSH by private prac-

tioners, physicians, courts and other voluntary admissions.

5. The SW'm'IHC, when possible, will notify WSSH prior to the patients' arrival

and send all pertinent clinical infonnation after a sioned consent is ob-

t::ined.



7. The SV.'MMHC v;i 1 1 accept out-of-reqion referrals from WSSH when deer;;ed ap-

propriate by both parties.

8. The SWMMHC will invite WSSH 5taff to appropriate SWKMHC in-service presen-
tations to further expand WSSH employee training.

9. WSSH staff will visit the SWMMHC twice a year to facilitate better com.Tun-

ication and become more familiar with SWMMHC programs, provided the

necessary funds are appropriated for such travel.

10. WSSH will notify the SWMMHC prior to any patients' discharge and will pro-

vide pertinent clinical information prior to the discharge.

11. WSSH will cooperate in developing WSSH discharge plans to include, but not

be restricted to, the following:

a) living arrangements
b) finances
c) medical needs
d) medication
e) patient needs
f) potential problematic behavior

12. WSSH will notify the SWMMHC of patients going on a home visit.

DAVID W. BRlG^S, >'^S\f i]

EXECUTIVE DIRECTOR fc/SWlHC

^^yCvl^^ <^\ ^^^^-^-Ĉ 4
/><]AMES E. HAMMIL, M.D.

SUPERINTENDENT - WSSH

^-^iSl/O
RAY LAPP IN, ^MSV, DIRECTOR
PRE-RELEASE UNIT - WSSH
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Content: of the Cultural Specialist Training

Twenty-seven Instructional Modules comprised the initial

phase of training. The time for their completion ranges from

2% to 30 hours. They are listed below and briefly described.

1. Orientation Module - -a sximmarization of the need for

the project, its basic goals and the means for accom-

plishments. A dedication of the project by an Indian

Shaman.

2. The Job of the Outreach Worker- -examination of a

functional job description of the outreach worker

describing what trainees are expected to be able to

do.

3. Assertive Skills for Outreach Workers --to personally

assess one's ease of assertiveness in selected situ-

ations, identify areas in which the development or

strengthening of assertive behavior may be required

and to develop assertive skills.

4. Identifying Human Service Consumers - -identifies ten

problem areas which may negatively affect the func-

tioning of persons, three aspects of problems, the

consumer's level of functioning and obstacles to ef-

fective functioning.

5. Mental Health and Mental Illness --provides a basic

understanding of the components of psychological

well being and illness from differing viewpoints,

including those of Native Americans.
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6. Common Forir.s of Mental Health Problems --a more spec-

ific examination of suicide, alcoholism, family dys-

function, psychosis, neurosis.

7. Indian Alcoholism--an examination of the role of

alcohol in the etiology and symptomatology of phys-

ical, emotional and social problems of the urban

Indian.

8. Positive Coping Skills for Clients and Workers --

identifies ways in which the cultural specialists

as well as clients utilize their own personal capa-

bilities for problem solving, relating to others,

and taking action to deal with personal problems in

constructive ways. The focus is on personal strengths

9

.

Barriers to Services for American Indians: Value

Conflicts and Institutional Barriers --an examination

of typical value conflicts and institutional barriers

which will be faced by the cultural specialists with

a focus on how to cope with them.

10. Helping Skills for Outreach Workers --interview and

conimunication skills with an emphasis on responsive

and empathic communication.

11. Functioning of the Mental Health Center--describes

basic services, organization structure, major conti-

gencies affecting service delivery with an emphasis

on possible ways to impact its functioning.

12. Information and Referral - -how to provide information
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and make referrals of Indian consumers to human

service resources.

13. Reaching Out to Individuals in Your Cominunity --be-

coming sensitive to expressed needs, using techniques

for gathering information about needs and breaking

the ice, introducing the topic of how clients might

meet needs which have been indirectly expressed.

14. Identifying Community Resource Systems --developing

a method for identifying local resources and making

contact

.

15. Crisis Intervention - -the identification of a crisis

and techniques for dealing with it.

16. Techniques of Advocating - -how to advocate for Indian

human service consumers and to support the rights of

that group

.

17

.

Identifying the Basic Rights of Human Service Con -

sumers -- the "rights" of mental health consumers, and

basic rights of all human service consumers.

18. Identifying Direct Community Needs and Taking Action --

how to mobilize community members to address commu-

nity needs

.

19. Mobilizing in Your Com.munity--how to structure and

participate in group meetings (an elaboration of #18)

,

20. Learning to Describe Yourself to Different Groups --

trainees practice describing their roles to mental

health workers, formal human service resources in the
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community and client groups.

21. How to Get Something Done Each Day/Week/Month - -how

to manage time by setting performance objectives,

prioritizing them and identifying specific tasks

necessary to accomplish the objective.

22. The Meaning and Components of Consulting - -identifying

what consulting is and its basic elements.

23. Receiving Help from a Consultant --how to determine

the need for a consultant and hov/ consultants can be

of assistance.

24. Acting as a Consultant - -how to be a consultant for

others.

25. Participating in a Case Conference--how to participate

in a case conference x\?ith special emphasis on mental

health center conferences.

26. Using Supervision - -how to use supervision effectively

for personal and occupational development.

27. Skills of Effective Supervision--a discussion and de-

monstration of the duties of the supervisor and the

establishment of a set of criteria by which the ac-

tivities of the supervisor can be evaluated by himself

and others.

Behavioral objectives are described for each of IM's. For

example, in Module 10, Helping Skills for outreach workers, the

objectives stated in summary form are: "Students will perform

the five basic responsive listening skills (attending, open
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invitations to talk, rainimal encouragements, paraphrasing,

reflections of feeling) to the prespecified criterion levels

consistant vjith effective helping."

Two written texts were incorporated. Module 10 (Helping

Skills) will utilize a micro training format and a text by-

Allen Ivey and Norma Gluckstern, Basic Attending Skills (Ivey

and Gluckstern, 1974) . The other published resource is an

excellent programmed text. Delivery Human Services: An Intro -

ductory Programmed Text (Austin, Shelding and Smith, 1977)

.

Modules 4, 13, 14, 16, 17, 18. 19, 22, 23, 24, 25, 26, and

27 are based on materials available in that text.

To summarize this section on training, the purpose of

the initial phase was to develop a sense of collaborative

mission, to assist the cultural specialists in acquiring the

variety of competencies required of an outreach worker for

purposes of the overall project and to forge an effective

working relationship between the cultural specialist and the

CMIIC supervisor. Further training programs must develop from

an ongoing analysis of their need.

THE EVALUATION COMPONENT

Evaluating this project has been seen as a larger process

of examining the development of the manpower pool of resources

in Montana's mental health system. Manpower is seen as a net-

work of collaborative relationships which can be used to address
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PROGRESS REPORT AND PLAN OF ACTION





MANAGEMENT PLAN

Introduction

In accordance with the State of Montana Department of Institutions

Coinmuiiity Supporl Projt'ct ,Siibcontr.i>:t , tho subcontrattor , Donna K. Porter,

submits the followinq report of the- progress and process of fulfilling the

contract to form consumer support groups for the families and friends of

the long torm mentally disabled, as well as recommendations for the ongoing

collaboration with these same support groups.

A brief summary of the "Plan of Consultation" may aid in the under-

standing of the overall thrust of the contract. This plan served as "the

charge" to the consultant.

OBJECT IVK

:

The subcontract, is to act as a catalyst in the formation of
support groups for tho families and friends of the long term
mentally disabled in the primary target areas listed below in

accordance with the "CSP Subcontract." And so far as time and

resources allow, the subcontractor will assess the needs of

the secondary target areas and the interest of community mem-
bers and service providers in forming such support groups and

act as a catalyst in the formation of these groups where need

and interest exist.

PRIMARY TARGET AREAS : (See appendix A, for map of Montana)

Region IV

Butte

Region V
Missoula

Region III

Billings

SECONDARY TARGET AREAS :

Region V
Kali spell

Region I

Miles City
Plentywood/Glasgow
Sidney/Glendive

Region III

Lewistown
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PLAN OF ACTION

PRIMARY TARGET AREAS

Send a letter of introduction along with a copy of the purpose of
support groups for the families and friends of the long term men-
tally disabled to key service providers.

Call for an appointment witli the key service provider of each city's
mental health center.

Meet with the service provider to discuss:

A. Purpose of support groups for the families and friends
of the long term mentally disabled.

B. The area's interest and need for such a group.

C. The role of the service provider in bringing such a
group into existence.

D. The assistance available from the consultant subcon-
tractor:

i. Planning a step-by-step program for implementing
a support group.

ii. Arranging guest speakers.

iii. Notifying and/or speaking with interested com-
munity groups such as the Ministerial Association,
Women's Centers, etc.

iv. Form letters of invitation.

Attend the Mental Health Association State Board meeting at Bozeman

,

October 10-11 and speak to the group about support groups for the
friends and families of the long term mentally disabled, clarify
similarities and dissimilarities between the Mental Health Associa-
tion Chapter meetings and support groups and poll the interest of
the group in being involved in the formation of support groups.

Follow up contacts with individual Mental Health Association members
in each of the target areas.

Coordinate activities between the service providers and community
members and Mental Health Association members.

Perform any of the services listed under 3-D above and any others

that migfit. surface during the planning stage.

Follow-up calls and visits for progr(;ss re[)orts.
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SKCONDARY TARGICT AREAS

1. [n addition to the letter and statement of purpose listed above in 1,

a p.eeds assessment survey was sent to all service providers and local

pastors and ministers.

2 . Fol J viw up ral 1 .

.5. Determine need and interest.

4. Follow steps 2-8 listed above if interest and need warrant doing so.

ri. i;UR£p^E OF CONSJJMI^R SUPPORT CROUPS:

The overall puii)ose in establishing support groups of this nature was

to bring people together with the common life experience of coping with a

mentally disabled person in their family or as a friend. Support groups

are people helping people by providing an outlet for sharing the frustration,

struggle, understanding and strength that comes from living with a loved one

suffering from mental illness. The more veteran members give encouragement

and support to members with a more recent experience of a loved one's

psychotic episode, and do this as fellow lay participants and not as pro-

fessionals within the mental health helping field. Support groups are

people banded together to seek information and education on mental illness

and its treatment. The groups provide an opportunity for members to obtain

information about available resources for the treatment of mental illness,

suitable living quarters, and rehabilitation services. The members unite

together as an advocacy group for the mentally ill in lobbying for more

funds and better servicrL; for this segment of our population. And finally

the support groui)S i-ould if they deiqned to do so, provide education to the

community at large about the nature and treatment of mental illness to help

remove the stigma so frequently associated with this illness.

III. RllS^JiVl'S

During the time frame of this si±)Contract (6 months) , five new support
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groups for the families and friends of the long term mentally disabled, were

added to the two already established support qroups of this nature. One of

the original groups was located in Great Falls, Region II and the other in

Helena, Region IV.

The subcontractor facilitated the addition to this network of 5 support

groups, one support group in each of the following cities:

Billings (Region III)

Missoula (Region V)

Miles City (Region T)

(ilendivo (Recjion T)

Hamilton (Region V)

In addition to the above areas, three other Montana towns have indicated

a strong potential for a support group of this type, however, time limited

the opportunity to establish core committees to plan and implement such

groups. These towns are Kalispell, (Region V), Big Timber (Region III) and

Lewistown, (Region III). Please see Appendix D for detailed mailing lists

of the planning committees.

IV. PROCESS

In seeking individuals to form core planning committees to sponsor the

support groups and act as group leaders until natural leaders arise from

the membership, the subcontractor looked to persons already indicating an

interest in mental health. The State Board of the Mental Health Association

and some of its local chapters arc very active in this area. Service pro-

viders of the Community Mental Health Centers were another immediate resource

for persons. Two preliminary steps were taken before the subcontractor

actually contacted these persons. First, the Community Support Project State

Coordinator sent memos of introduction to all C^ommunity Mental Health Centt.-rs.

Si!(Oiidly, the Sl.iU' Coordinator called and person.Uly iiitrociuced the subcon-

tractor to the President of the Mental Health Association State Board.
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The initia] contact by tho subcontractor with the service providers

was by letter with an enclosure of a copy of a brochure for a support group

similar to the type the subcontractor was attempting to establish in their

area, SHARE, Self Help Association for Relatives Enlightenment. This

brochure included a statement of purpose for the SHARE group. (See Appendix

B) Key seivice providers in each CMHC received a follow up telephone call

and appointment.

The follow-up call to the President of the Mental Health Association

State Board by the subcontractor resulted in an invitation to be on the

agenda of the State Board meeting in Bozeman, Montana, on October 10-11, 1980.

A list of people that might possibly be interested in the formation of support

groups was also obtained at this time. An outline of the presentation to the

MHA State Board can be found as Appendix C. As a result of this presentation

the State Board endorsed and encouraged individual members and local chapters

to assist in any way possible with the initiation of support groups when

they were contacted by the subcontractor. As an aside, this contact with the

MHA State Board was crucial in the establishment of a core planning committee

in Billings and helpful resource persons from this group helped with the

Missoula group. By presenting the support groups in the way that it was

done and allowing the MHA State Board members to respond individually as

local chapters or individual members rather than insisting upon some state

action during a legislative year, the project received support from the group

as a whole and endorsement with the group's blessing to seek more concentrated

help from specific local chapters. During the subcontractor's attendance

at this meeting and as a result of the presentation, the Billings Chapter

invited the subcontractor to be on the agenda of its local board's meeting

in Billings to present the case for a support group in Billings personally
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to the Board. In preparation for this presentation to the Billings Chapter

of the Mental Health Association, contact was made with the service provider

at the South Central Montana Regional Mental Health Center to determine the

service provider's role in the formation and continuation of a support group

of this nature. The following agreement was negotiated:

1. The Community Mental Health Center would provide guest
speakers upon the request of the core planning committee.

2. The CMHC would refer families of patient to the group.

3. The service provider contacted would inform all CMHC per-
sonnel of the group, its purpose, meeting time, place, date
and topic so individual service providers could inform their
patients and where confidentiality would not be violated,
the patient's family.

4. To provide crises intervention should it be needed.

5. To provide information on available counselling services
should a group member be in need of professional therapy.

The expected role of the CMHC was explained to the Billings MHA Chapter

Board, along with the purpose of the group and the group was asked if its

membership felt that their area, Billings, was in need of such a group and

if so why. At this point they opted for a support group for Billings. The

subcontractor left the group after answering all questions, asking them to

think about it and discuss is as a group without the subcontractor being

present and after establishing a time deadline for reporting back. The

approach allowed for unpressured joint decision making after a reasonable

amount of data had been presented. The result of the meeting was a subcom-

mittee from the Board to form the Core Planning Committee. At a later date

this Committee met with the subcontractor present and a few members from the

community at large. See Appendix E for the handouts of other support groups'

brochures that were given to the committee members and Appendix F for a copy
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of the handout, "Some Suggestions for the Support Groups of the Families and

Friends of the Mentally Ill.P Appendix G "Support Groups..." The committee

resolved that it would host its first meeting of SHARE on January 20, 1981,

and delegated to various members the tasks of a) guest speaker, b) finding

a public place, c) providing refreshments, d) publicity, e) update to the

CMHC. Topics were discussed and decided upon for the first three months.

The committee decided to initially hold meetings once a month with the option

to meet bimonthly should the interest and need arise from the membership.

The follow-up telephone contact with the Butte Community Mental Health

Center resulted in a visit by the subcontractor to the Day Care Center,

"Silver Street Kitchen" During this visit the subcontractor talked to the

clients, the Satellite Director and the Day Care Center director about a

support group for the friends and families of the long term mentally disabled.

The Butte community does not have a local Mental Health Association chapter.

Much of the clientele of the Day Care Center are either elderly or the long

term mentally disabled patients that are soon to be discharged from Warm

Springs State Hospital. Consequently, a sizeable portion of them no longer

have direct contact with family members. As the need for a support group of

this nature was questionable in Butte, the subcontractor participated on a

panel at the "New Tomorrows" consumer workshop for persons with long term

mental disabilities and service providers in Butte on November 18, 1980. Part

of the evaluation form assessing the day included a place for indicating an

interest in support groups for friends and families and listing name, address,

and telephone number. The response was negligible. The subcontractor concludes

that neither the interest nor the need are sufficient in the community of Butte

at this time to instigate a support group of this nature.

Just as the Mental Health Association local chapter was the overriding

factor in establishing a Core Planning Committee in Billings, the service
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providers at the Western Montana (Region V) Mental Health Center in Missoula

were instrumental in the formation of the Core Planning Committee in this

city. The subcontractor met first with the service providers from the

Missoula CMHC to talk about the need, purpose and possibility of forming a

support group in Missoula. This meeting also included the role and commit-

ment of the service providers as the Core Planning Committee with an agreement

to remain with the support group until natural leadership arose from the group.

It was decided that two Mental Health Association State Board members would

also serve on this Planning Committee to assist with pioblicity and refresh-

ments. At the second meeting of the subcontractor with this group of people,

service providers from the Hamilton Satellite office representing the com-

munities of Hamilton and Stevensville were present. It was decided at this

time that interested parents would also be invited to be a part of the Core

Planning Committee and be groomed into leadership positions from the very

beginning. Ultimately the Hamilton-Stevensville representatives decided to

form their own group closer to home rather than travelling to Missoula. The

first session of the Missoula support group, M.A.M.I., Missoula Alliance of

the Mentally 111, met on December 10th, 1980.

This concludes the work done with the primary target areas.

As a preliminary contact with the secondary target areas, letters and

surveys to assess the need and interest of each community in the formation

of a support group for the friends and families of the long term mentally

disabled were sent to the service providers of the local CMHC and to pastors/

ministers who might be counselling families and friends with mental illness.

See Appendix H for copies of the survey forms. The results of the surveys

may be found in Appendix I. A mailing list of pastors/ministers willing to

help with the formation of a support group of this nature within their com-

munity will be found in Appendix J.
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Throuqh initial contact with a service provider of the Eastern Montana

(Region I) Community Mental Health Center in Miles City at a service pro-

viders workshop in Great Falls, on November 12, 1980, the subcontractor

prevailed upon the service provider to arrange a meeting between the subcon-

tractor, interested commianity members, and parents of the long term mentally

disabled from the communities of Miles City and Glendive for the purpose of

establishing need and interest and forming the Core Planning Committee. The

service provider of this CMHC wanted to play a supportive role in the Support

Group, that is, to initiate the first meeting and to help provide guest

speakers when asked to perform this task. The subcontractor met with the

people and acted as facilitator of the meeting. Firstly, the idea and

purpose of support groups was explained, the group weighed together need and

merit of such a group in their lives and the lives of other community members.

The two communities decided to form two groups, one for each community. The

Core Planning Committee was formed and a convenor named who set a day of the

month and time, set the data of the first meeting, determined topics for the

first nine meetings, delegated publicity, place, the person to arrange for

guest speakers, and refreshments. The first meeting for the support group

of each area was set for January, 1981.

V. RECOMMENDATIONS

GOAL #1

The subcontractor hereby recommends that the CSP Unit within the

Mental Health and Residential Services Division of the State of

Montana Department of Institutions facilitate the establishment
of support groups for the friends and families of the long term
mentally disabled in the three potential cities of Big Timber,

Kalispell and Lewistown.
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OBJECTIVES

To follow the necessary stops to establish a support group of this

nature in Big Timber.

1. Contact Nora Hanson, interested MliA State Board member, 932-2809,
and negotiate a meeting time for calling interested persons to-
gether.

2. Contact the service provider in the Satellite Office of the
Central Montana Regiona] Mental Health Center, Region III, to
negotiate the role of the Satellite Office in the support group.

a) provide guest speakers
b) refer families of patients to the support group when

doing so does not violate the confidentiality of
CMHC to client.

c) provide crisis counselling in the event a need should
arise.

d) determine the availability of family therapy through
the CMHC.

3. Clarify with Nora through a follow-up telephone call, the position
of the service provider and determine the direction of the first
meeting, whether it should be organizational, informational on the
nature of support groups or educational.

a) if educational, delegate the responsibility of lining
up the guest speaker to her, along with the calling of
the 5-6 people she knows are interested in being a

part of a group of this nature.

4. Send a representative to the first meeting from either

a) the Department of Institutions
b) a participating member of one of the already established

support groups.

The recommended steps for establishing a support group in Lewistown:

1. Contact the following service providers who indicated on their
survey form an interest in being involved with a support group
of this nature.

a) Joan Stockton, R.N. , B.S., Psychiatric Nurse **

i. PLANNING AND ORGANIZATION
ii. educational input

b) Dennis M. Lange, A.C.S.N., Psychiatric Social Worker
i. no proforence listed

c) V. Alton Dohner, M.D.

i. Educational input

**Begin here with initial contact call
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( larify the int«rt-.st and need of the service providers iind the

CMHC on the first telephone call, jvUis the role of the CMHC.

Ask Joan Stockton to organize and Cc^ll in initial meeting of
interested community members and parents to meet with the
service providers and

a) a person from the Department of Institutions
b) a representative from an established support

group.

To form a Core rianninq Committee, if the people present at the

first meeting deem to do so.

a) important for group members to

i. see a need for a support group of this nature,
ii. make a personal commitment to the conviction

of this need,
iii. be an integral part of the decision making

process,
iv. be delegated responsibility in carrying out the

group decisions and action ste].:is that each person
has taken a part in formulating.

V. name a convenor to

• call the group together for meetings
• hold other members accountable for assumed

tasks.
• keep the group to the decided upon timeline

for task completion.
• tasks include:

- arranging for guest speakers
- publicity in local newspapers, church

bulletins, posters in public places and
CMHC, public service spots on radio and
television.

- making arrangements for a place or location
to hold the meetings.

N.B. It is not recommended that support
groups of this nature meet in CMHC
for the following reasons:

• limits the audience who will attend
to people currently using CMHC
services.

• carries an automatic stigma.
• places the focus of the group

on the service providers and not
on the participants themselves as

mutual helpers for one another in

the resolution of a commonly held
problem area.

- refreshments
- facilitation of support group meetings
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vi. determine the day of the month that the meeting
will be held, for example, the second Tuesday of
each month.

N.B. It is important that this remains con-
stant, it then becomes easier for par-
ticipants to schedule attendance at the
meetings into their busy lives. Also
it is important that the meeting place
and time remain constant for the same
reason.

At this time the time is also set and the first
meeting date is set also.

vii. This first organizational meeting should also
include brainstorming possible topic areas and
deciding on their order of priority. This arouses
enthusiasm in the support group's direction and
promotes a sense that participating individuals
will receive the immediate personal reward of
learning something of personal interest as a

trade off for the time and energy invested in
the group. The process of decision making also
brings a group cohesiveness to the group that
sustains social emotional needs.

The recommended steps for establishing a support group in Kalispell.

1. Contact the service providers of the Satellite Office in Kalispell
which belongs to the Western Montana (Region V) Mental Health
Center, beginning with Terry Freeman, Mental Health Worker.
N.B. Nine service providers from this satellite office received

surveys, none of whom responded.

2. Clarify the position of CMHC's role in a support group of this
nature.

3. Share the results of the Minister/Pastors Surveys.
a) 36% of the surveys for Kalispell area were returned.
b) four of the five Ministers/Pastors returning the survey

indicated an interest in being involved in a support
group of this type.

i. Rev. Emmett P. O'Neill
P. O. Box 1019
Kalispell, MT
St. Matthews Catholic Church

ii . Ken Young
921 1st Avenue W.

755-8423

iii. Robert Ross
1275 Hiway 93 N.

755-6405
Christian Center Assembly of God
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iv. Paul J. Taylor
215 3rd Avenue E.

257-6182
Christ. Church Parish

See if the service provider, Terry Freeman, will call an initial
meeting to form a Core Planning Committee of

a)

b)

c)

d)

interested parents
community members
call the Ministers/P.TStors listed above and ask them to
either attend themselves or send an interested person from
their Parish/Congreqation in their place.
other service providers from the Kalispell Satellite office.

Send either a

a) person from the Department of Institutions
b) a representative from one of the established support groups

Follow step 4 under B above for organizing the Core Planning Com-
mittee under the recommendation for establishing a support group of
the friends and families of the long term mentally disabled in

Lewistown.

GOAL #2

To unify the support groups throughout the State of Montana.

OBJECTIVE

Include a segment on support groups for friends and families of the long
term mentally disabled at the Regional Community Learning Conference in

the fall of 1981 that will be held in Montana.

1) Featuring an interesting format and content material featuming a
guest speaker from the national scene.

2) Provide monies for at least one representative from each of the
support groups in Montana to cover registration fees, travel,
lodging and meals, so each group will have at least one person
present.

3) Host a luncheon for members of support groups of this nature to

a) facilitate fellowship and comaraderie
b) share ideas, problems and solutions and what's happening in

each group.
c) surface issues held in common, ie. legislature, available

resources, programs, etc.

d) stimulate an interest in a statewide committee of convenors
of support groups—a statewide leadership group that would
meet quarterly to share ideas, resources, etc.
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GOAL #3

To build a communication network between the support groups
throughout the State of Montana.

OBJECTIVES

A. Compile a mailing list of the convenors of each of the Core Planning
Committees and a list of service providers involved with the groups.

1. To this mailing list send copies of out of state brochures,
materials, as well as pertinent instate materials that come
to the attention of the CSP State Coordinator that would be
of interest to support group members. Also keep this lead-
ership group informed of educational opportunities open to
support group members

.

B. To circulate a newsletter, on a quarterly basis, featuring newsworthy
events, programs, issues, legislature, fiscal matters, etc. that would
be of interest to the membership of this type of support group.

1. Secure mailing lists from the convenors or service providers
of a given group.

2. Encourage each support group to submit an article for each
issue of the newsletter.

3. Use this medium as a tool for recognition of worthwhile
accomplishments.

GOAL #4
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department of institutions

^Hcntnl ^"IcaUl} aii^ ^IcBtbcnttal ^crliiccB ^iuisicms

'EBNOB ^iS--'^'--^/

HOMAS L JUDGE jr ^C DIVISION administrator
•_^^,^—rfS&li LAURANCE G CADLSl'N

CTOR " ^

.AWHENCE M 2ANTO

1539 Izlrurnth Anemic

Jiclcna, 3^^cmtana 59LiCll

September 26, 1980

David Washburn
Western Montana Mental Health Center
Fort Missoula
Missoula, Montana' 59801

Dear Mr. Washburn:

Through personal experience with a relative, I have become involved
in a support group for the families and friends of the long-term mentally
disabled. This interest has been a key factor in my acceptance of a part-
time subcontract with the Department of Institutions as a consumer consul-
tant. In this position my task is to act as a catalyst in starting such
groups in different areas of Montana served by Community Mental Health
Centers.

You have been suggested to me as a key service provider for your area
who might be of help with this project. I would like to meet with you to
discuss the possibility of a consumer support group of this nature in
Mi5soula and to discuss your role, if any, in such a group.

I am enclosing a statement of purpose formulated by a similar group
in another area in the country for your information. I will be calling you
in the near future for an appointment.

Sincerely yours.

Donna K. Porter
Consumer Consultant

Enc.
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APPENDIX C-1

MENTAL HEALTH ASSOCIATION OF MONTANA: BOARD OF DIRECTORS

I. INTRODUCTION

A. Briefly, who I am.

B. Why I "m here.

C. Your response to the idea of support groups for the families and
friends of the mentally ill.

1. Do you think such groups are needed?

2. Are you interested in helping with their formation? As a group?
As individuals?

3. Can you think of other people for me to contact who might be in-

terested in helping with the formation of such groups?

II. BODY

A. What are support groups?

B. Purpose

1. Share the frustrations, struggles and joys of living with a loved
one suffering from mental illness.

2. Education on mental illness.

3. Information on available resources.

4. In time, perhaps, another advocacy voice for the mentally ill for

legislation.

5. Circulate SHARE and REACH statements of purpose.

C. How groups are begun.

1. Helena Alliance of the Mentally 111 (HAMI) —winging it on our own
with some encouragement from Phil Powers of Community Support Project.

2. Great Falls—Montana Alliance of the Mentally 111 grew out of the Com-

munity Mental Health Center's education program. People going through

the six week program chose to continue as a support group with some

help from the staff.

3. Rhode Island and Oklahoma County groups are an extension of the Mental

Health Association.

a) Oklahoma groups is now thinking about becoming independent.

4

.

People who have experienced a need for a support group and sought out

other persons with similar needs.
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5. I am looking for interest and need. People to help organize
support groups and I'll help in anyway possible.

Where in Montana?

1. Already in Helena and Great Falls

2. Primary areas

a)

b)

c)

Butte
Missoula
Billings

CONCLUSION:

Manpower

Secondary areas

a) Kalispell
b) Miles City
c) Glendive/Sidney
d) Glasgow/Plentywood
e) Lewis town

Process

An overriding need for people to organize the groups — people to act
as leaders until the group gets going and leadership arises from its
midsts.

What do you think of the idea?

1. Do you see a need?

2. Are you interested in endorsing support groups as a project for
the State Board of Directors for the Mental Health Association
of Montana?

3. If not, on that wide a basis, is there any interest on a Chapter
by Chapter basis?
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CORE PLANNING COMMITTEE

MAILING LISTS

BILLINGS

Jayne Winegardner (CONVENOR)
1216 Cresthaven Way-

Billings, Mt.

259-2156

MR\ member

Judy Larson
674 Tabriz
Billings, Mt.

252-1782

MHA MEMBER

Jim Masters
547 Rirnrock Road
Billings, Mt.
259-9564

MHA member

Corrine Fourgeron
Mary Barovich
Rica Lemire

Interested community member
Interested community member
Interested community member

Mary Honaker, R.N., B.S. Service Provider
Psychiatric Nurse/Alternative SErvices Administrator
South Central Montana Regional Mental Health Center-Region III

1245 North 29th Street
Billings, Mt. 59101
252-5658
(Not an official member of Core Planning Committee—acts as llason person)

BL'TTE

Nancy Adams Service Provider
Butte Satellite
Southwest Montana (Region L$) Mental "Health Center
Silver Street Kitchen Day Care Center
723-5489

MISSOULA

Georgia Donovan Service Providers
John Lynn
Dorrit IQirasek

David Washburn ,

Western Montana (Revion V) Mental Health Center
Fort Missoula
Missoula, Mt. 59801
543-5177

Carole Baumann
17 September Drive
tlissoula, Mt

.

549-9007

MHA member
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Lois Nelson MHA member
4 Rosebud Lane
Missoula, Montana
549-2826
329-3721~work

Laura Risdahl Parent
2405 30-9th St.
Missoula, Montana 59801
251-2146

HAMILTON-STEVENSVILLE

Norda London, Mental Health Worker Service Provider (Convenor)
108 Bedford
Hamilton, Montana 59840
393-1051

Patsy Green Stevensville Volunteer

MILES CITY

Ldis G'Dea (Convenor) Parent
Powderville Stage
Miles City
232-5415

Mary Ellison
908 South Center
Miles City
232-5078

Gloria Flakre
928 Tatro Apt. 2

Miles City

Cheryl Rainey
615is S. Merriam
Miles City
232-5725

Harriet Haworth
1012 So. Merriam
Miles City
232-1165

Sharon Kearnes, Service Provider laison to support group
Eastern Montana (Region I) Community Mental Health Center
Outreach Worker
1819 Main Street
Miles City
232-0234
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GLENDIVE

Dorothy Post (Convenor)
208 1st Strfet
Clendlve
365-2123—home
365-3633--work

Parent

Deborah Noonan
Glendive Satellite Office
Mental Health Center
Glendive Medical Center
Glendive, Mt. 59330
365-2922

Service Provider
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APPENDIX E-1

GREAT FALLS MAMI (MONTANA ADVOCATES FOR MENTAL ILLNESS)

EDUCATIONAL PROGRAM TOPICS

1. Tntroductton

v^^«r.v,,-on^a from Other psychoses. The experience

affective and behavioral difficulties. Get to know each other.

2. Theories of Etiology o f Schizophrenia

This topic outlines environmental, biochemical and genetic theories of the

illness.

3. Manic Depressive Illness

~
An overview of manic depressive Illness is given which includes etiology.

Lithium Carbonate, course of illness and prognosis.

Medication

Anti-psychotics, anti-depressants and medications for side effects are

t^Lfned For each medication group the following areas are covered:

dSireSeffects. side effects, indications and contraindications.

5. Epideroiolopy and Culture

This topic covers Incidence and symptomatology from cross-cultural and

historical perspective.

Pfi. Treatment Modalities

This topic covers: inpatient treatment, therapeutic communities, partial

care, aftercare and activity therapies.

How to Deal with Treatment Facilities

10.

This topic explains the structure of Community Mental Health Centers State

Hospitals, inpatient and private -treatment facilities (both financial and

ad^iistrltive); infonnation on how to become a discriminating consumer Is

given.

Lepal Issues

r <; R 27-10 is explained, along with' the- criminal justice system and rights

of p!;ents ProcSires a;d indications for involuntary care are discussed.

Available Services for Jobs. Housing And Financial Assistance

This tooic exDlains the use of agencies outside the mental health complex,

Including s^cJil services, socia! security, city housing subsidies, vocational

rehabilitation, etc.

Current Research

Recent findings in treatment, genetics and biochemistry are presented.
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11 . Family Speaker

This topic covers the experiences of family members. Practical ways to

deal with long term problems are discussed.

12. Prognosis
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APPENDIX F

SONE SUGGESTIONS FOR THE SUPPORT GROUPS

OF THE FAMILIES AND FRIENDS OF THE MENTALLY ILL

1 Establish groundrules as a group, for instance:

A. Confidentiality--that what is shared in the group remains in

the group, that identities of families remain confidential.

B. The use of "I" statements, that we own our feelings, thoughts and
ideas and not use "you" statements to blame others.

C. That the Support group is not a therapy group, that we come together
to share our knowledge, strength, frustration among others who
understand what we are going through, but that the group is not
professionally oriented to provide therapy or professional counselling.

D. That we are all free to share or to not share, that it is okay
to pass on any given topic.

E. That we can all have a voice in the direction of the group, suggest
topics of interest or speakers, etc. ^sk group to plan sessions 5 § 6.

F. Explanation of the purpose of the group. Commitment????

2. Suggested format for a meeting would be:

A. A guest speaker with some input

B. Small group dynamics for discussion.

C. A question and answer period with the speaker.

1. Part of the request of the speaker might be to formulate
some questions for small group discussions based on the
topic matter that he/she will be covering.

D. Coffee, tea and possibly cookies ( enlist the aid of participants by
asking someone comming on one night to bring them the next time)

.

3. P.R. in the newspapers, in local church bulletins, spots (Public Service variety)
on television and radio.

4. Depending on the openness of the group participants, a mailing and calling list.

5. Be on the look for people to join you as a leadership and planning group.
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SUTPORT GROUPS FOR THE FAMILIES AND FRIENDS OF THE MENTALLY ILL

PURPOSE :

1. To share the frustration, struggle, understanding and strength that comes
from living with a loved one suffering from mental illness.

2. To seek information and education on mental illness and its treatment.

3. To discover the resources available for the treatment of mental illness,
suitable living situations and rehabilitation services for the mentally ill,

4. To speak out for the needs of the mentally ill.

SPONSORS : (CORE PLANNING COMMITTEE)

1. To plan, organize and host meetings for a support group until it becomes
established and strong engouth to be on its own, approximately 6-8 months.

A) In conjunction with service providers from the Community Mental
Health Center and other interested community members.

B) Independently

C) Other

2. To advertise meetings in the local newspaper, church bulletines and other
suitable public areas or means such as public service spots on radio and T.V.

3. To make arrangements for a place to meet. Preferably the same place, day
of the month, for example, the first Thursday of each month, and at the
same time.

4. To provide coffee and tea.

5. To arrange for guest speakers.

6. To act as leaders of the group until natural leaders surface from its

membership.

7. To act as facilitators of sharing and small group dynamics when the need
arises.
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APPENDIX H-1

DATA COLLECTION SHE ET

COMMUNITY MENTAL HEALTH CENTER

SERVICE PROVIDER

LOCATION:

1. On an annual basis approximately how many long-terra mentally disabled
persons are served by your Community Mental Health Center?

Approximately what percentage of these persons live with their families?

3. Do you presently have a support group for the familes and friends of the

long-term mentally disabled in your area?

YES NO

4. Do you feel that your area has a need for a consumer support group for the

friends and families of the long-term mentally disabled?

YES NO

5. Would you be willing to help with such a group?

YES ^NO

6. Which area of involvement would be of the greatest interest to you?

GROUP FACILITATOR ^PLANNING AND ORGANIZING

EDUCATIONAL INPUT COUNSELLING

7. Do you have suggestions of names of other persons who might be interested in

helping with the formation of such a group:

NAME - NAME
\

ADDRESS ADDRESS

TELEPHONE # TELEPHONE ^/_

If you are not in favor of the formation of consumer support groups for the

families and friends of the long-term mentally disabled in your area, what

is your primary reason for opposing the formation of such a group?

YOUR NAME (OPTIONAL)
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DATA COLLECTION SHEET

PASTORS/MINISTERS

LOCATION:

1. Do you counsel merabers from your Church who have relatives suffering from
mental illness?

YES NO

2. As a Pastor/Minister in your area, do you feel that any of the people you
counsel would b'rinefit from having a support group of this nature available
in your community?

YES NO

3, Would you be willing to help with the formation of such a group?

YES _^ ^NO ^NOT AT THIS TIME

A. Do you know of anyone else who might be interested in helping with the

formation of such a group?

NAME NAME

ADDRESS ADDRESS

TELEPHONE // TELEPHONE #

What would you consider to be the greatest disadvantage to having a support

group of this nature in your community?

6. What would you consider to be the greatest advantage to having a support

group of this nature in your community?

7, If you are interested in helping with the formation of a support group for

the families artd friends of the mentally ill, would you please fill in your

NAME

ADDRESS

TELEPHONE //
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LOCATION

SERVICE PROVIDERS

DATA COLLECTION SHEETS ~ SURVEY RESULTS

// SENT # RECEIVED WILLINGNESS TO HELP

YES NO

Miles City

Glendive

Glasgow

Plentywood

Sidney

Kalispjll

Lewis town

5

5

2

3

1

1

3

If contracted through
CMHC.

34 11 Total of 31% responded
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PASTORS/MINISTERS

DATA COLLECTION SHEET — SURVEY RESULTS

LOCATION // SENT // RECEIVED NEED WILLINGNESS TO HELP

YES NO

Miles City 16 7 yes
1 no

X (see bottom of page)

Glendive 12 3 yes

Glasgow

Plentywood

13 1 yes
1 no

1 no

Sidney 2 yes
1 no

Kalispell 14 5 yes

Lewistovm 12

82

WILLING TO HELP MAILING LIST

Pastor Jim Blumhorst
205 S. Center
Miles Ci<v, Mt
Trinity Evangelical Luteran

Shirley Lenhart
Box 1225
Glendive
365-3469

Rev. James Stewart
750 8th St. No
First United Methodist
Glasgow, Mt.

27

2 no

3 yes X

Total of 34% responded

Al Thompson
First Congregational United Church of Christ

365-2756
Glendive



APPENDIX J



I



APPTNOIX J

PASTOKS/MINISTERS

WILLING TO HELP MAILING LIST

Dave Torrence
Revs. Don and Charlotte Sickbert
482-2605

Rev. Mike Thorness
611 W. Evelyn
533-5659
Zion Lutheran Chruch
Lewis town, Mt

.

Rev. Emmett P. O'Neill
P. 0. Box 1019
Kalsipell, Mt.

St. Matthew's Catholic Church

Ken Young
921 1st Avenue W.

755-8423
Kalispell

Robert Ross
1275 Hiway 93 N.

755-6405
Kalispell, Mt.

Christian Center Assembly of God

Paul J. Taylor
215 3rd AVe. E.

257-6182
Christ Church Parish
Kalispell
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Mental Health Survey of Hispanic-Surnamed Montcina Residents

I. Purpose. This survey was commissioned by the Community Support Project

(CSP) of Montana's Mental Health Division. The mission of the CSP is to

develop and maintain community based programs for the chronically men-
tally ill. In order to accomplish this mission, special efforts must b--

made to determiiu^ the n-^ods and resiources of groups, such as ^ativj Ar-t-.-.i-

cans and Hispanics, which historically have been underserved by mental

health agencies. Since many of Montana's Hispanic residents have only
recently moved into the state, very few data are available on the mental

health needs and characteristics of these persons. Therefore it was de-

cided to conduct a mental health survey of a random sample of this popu-
lation.

A survey format C.see Appendix 1) was designed to provide three main types

of information. First, the amount of contact with different kinds of
mental health problems was determined with a series of questions. Special
emphasis was given to the problem of chronic mental illness. Second, the

survey respondents were asked what sources of help they would recommend
for each of the mental health problems. Third, an attempt was made to

determine the barriers to mental health services that may be preventing this

group from getting needed services.

II. Method. It was decided to conduct the survey by telephone, because this

method is economical and typicall;^ results in a high rate of response. A

list of approximately 1500 phone numbers of Hispanic-surnamed Montana resi-
dents was obtained from the Hispanic Task Force , a committee appointed by

the state legislature to study the problems of the state's Hispanic residents.

The list of 1500 phone numbers was obtained by the Task Force by random
sampling from telephone directories.

For the present survey a random sample of 300 phone numbers was selected

from the larger list, and ten trained interviewers were each assigned a

quota of twenty telephone interviews from this sample.

In addition to the data produced by the telephone survey, some information
on Hispanic clients of the South Central Montana Community Mental Health
Center was obtained from that agency's computer system^. This information

yielded some additional data on the mental health needs of this population.

II I - Results .

A. Response rate. Contact was attempted with 286 persons from the sample.

Of that total, 32 attempts resulted in a busy signal or no answer (11%), and
34 numbers were not in service (IJi). Of the 220 total individuals whom the

interviewers were able to reach, only 20 refused to be interviewed. There-
fore a very respectable response rate of 91% (200/220) was obtained.

1. The advice and assistance of the Hispanic Task Force is greatly appreciated.

2. The help of Ann Guthals in supplying these data is appreciated.
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B. Region of residence. Montana is divided into fivo mental health regions.

The map TrTAppendTx" 2 shows the oxact boundaries of these regions. R.v:-;hly

speaking. Region I covers the eastern third of the state. Region II t!ie

northcentral portion, Region lit the southcentral. portion. Region IV the

southwestern portion, and Region V the far western portion of the state.

Mental health region

of residence Number of respondents Per cent

I

II

III

IV

V
TOTAL

22 11-0

34 17.0

64 32.0

50 25.0

30 15.0

200 100.0

As expected, the largest number of respondents was from Region III, where

Billings and a large portion of the Yellowstone drainage are located. How-

ever, significant numbers of interviewees came from the other regions as well.

The next largest number of respondents was from Region IV, and this group was

about evenly distributed among the region's three major cities of Bozeman,

Butte and Helena. The distribution of this sample roughly mirrored that of

the larger sample of 1500, and indicates that the Hispanic population is not

limited to any one part of the state.

C. Contac t with health problems . Each respondent was asked to comment on

seven kinds of health problems (one physical health problem and six mental

health problems) . For each problem, the respondent was asked if he or she

personally knew anyone having this kind of problem.

Number of respondents knowing

T]t'pe of problem someone with that problem

Serious physical illness 46

Depression -'^

Alcohol Problem 67

Drug Abuse Problem 25

Marital Problem 77

Child-raising Problem 43

Mental Illness 12

Marital difficulties was the most frequently encountered mental health prob-

lem (38.5% of the respondents) followed by alcohol abuse (33.5%), depression

(27.5%), and child-rearing problems (21.5%). Six per cent of the respondents

personally knew someone whom they felt to be mentally ill-

Per cent



-3-

The following figures show the proportions of the snmplc having perooru;!

contact with a specified number of the six mental health problems:

Number of mental
health problems (X)

Number of respondents who re-
ported having personal contact
with X of the six problems Per 'i-.t-

1

2

3

4

5

6

TOTAL

80

39

36

22

14
6

3

200

40.0
19.5
18.0
11.0
7.0
3.0
1.5

100.0

Forty per cent of the respondents reporting knowing no one with any of the
six mental health problems. Nineteen and one half per cent had personal
contact with two of the problems and 18 per cent had personal contact with
three of the problems. Three respondents (1.5%) mentioned haying contact

with all six problem areas.

D. Contact with chronic mental illness . Of the 12 respondents who were
personally acquainted with someone who was mentally ill, six reported that

this person had been ill one year or more (3.0% of the sample).

E. Recommended sources o f help . For each of the seven health problems,

the respondent was asked what type of help he v, )uld recommend for this

person. The tables below give the results for each health problem.

1. Serious physical illness

Source of help
Number of respondents

recommending this source Per cent

Physician
Hospital
Other
TOTAL

168
19

13

200

84.0
9.5
6.5

100.0

Depression

Source of help
Number of respondents

recommending this source Per cent

Mental health center
Physician
Priest or minister
Psychiatrist
Counselor
Friend or relative
Other
TOTAL

50

41

28

21

12

12

36

200

25.0
20.5
14.0
10.5
6.0
6.0

18.0
100.0



Alcohol problem

Source of help

AA
Alcob.ol ci'titor

Piiysi jiaii

Mental health center
Other
TOTAL

Number of respondents
recomincnding thi s source

121

20

16

12

31

200

£'er jc':!"-

60. ;j

10. Ci

8.'

6.0

_15^5
100.0

Druq problem

Source o f help

Drug center
Physician
Don't know
Mental health center
Other
TOTAL

Number of respondents
recommending this source

71

33

27

17

52

200

Per_cenit

35.5
16.5
13.5
8.5

26.0
100.0

Marital problem

Source of help

Counrolor
Priest or minister
Mental health center
Other
TOTAL

Number of respondents
recommending this ^ource

87

73
16

24

200

Per cent

43.5
36.5
8.0

12^0
100 . o'

Child-raising problem

Source of help

Don't know
Priest or minister
Counselor
Physic i.m

Mental health center
Friend or relative
School system
Other
TOTAL

Numb.-r of respondc-nts

recommending thi s source

30

28

26

21

14

13

11

48
200

Per cent

19.5
14.0
13.0
10.5
7.0
6.5
5.5

_2_4_._0

I'^O.O
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7. Men bjl il lness

Number of respondents
Source of help recommending that source Per ccnl

Physician
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G. Biggest men tal hea lth problem. After stating which race or ethnic
group ho or she identified with, each respondent was asked to narp,_- tho
bigqost mental health problem facing this group.

Most serious mental health
Problem facing this group Number of respondents Per cent

18.0
15.5
13.0
8.0
7.5
7.0

6.5
24.5

""
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Ethriic identiificabio ti

"l^ite"
"Hispanic"
"Native American"
Other
Ref u-StT-.i

TOTAL

Number of respondents Per cer

143
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Tntcrestingly, citily 25'i. of the "wUite rospondv-nt-.r. were malf

th/! "Hir.pani^" rcspondiiiits were malu.

wheroa-. 3.T of

J. Archival data from Reginn III Community Mental Health Center. To ciet a

bettor pict-'jre of the utilization of community mental health centers by the

Hispanic popiilat-ion, client statistics from the South Central Monfaa.; r v-

yional Com;nu:iLty MeiiLaL Health Center (headquartered in Billings) '..iru- ..:-

amined- During fiscal year 1980, a total of 3,768 different clients were
seen by this CMHC. Ninety-eight, or 2.6^. of this total reported their ethnic
background as Hispanic to the admitting personnel. Until census data bt-
come available, it cannot be determined whether this figure indicates that
Hispanics are being underserved in relation to their proportion of the region's
general population.

During fiscal year 1980 the South Central CMHC had 2,794 total admissions.
Seventy- three, or 2.6"o of these admissions were of Hispanic clients. The
tables below report thefjo admissions, broken down by several different char-
acteristics of the clients.

Sex

Hispanic non-Hispanic

Male
Female
TOTAL

34 (47%)

39 (53%)

7 3 (100%)

1113 (41%)

160^ (59%)

2721 (100%)

Age

Hispanic non-Hispanic

0-17

18-64

65+

Unknown
TOTAL

n
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4. County oi Intake

Yellowstone
Other
TOTAL

Hispanic

67 (92%)

_6 { 8o)

73 (lOO'i)

non-Hispan ic

2107 (77 }

61 4 (2 3"

)

2721 aoo^)

5. Prior mental health care
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Ar.other source of potential bias stems from the fact that the first £idult

who answered the phone was interviewed. It is quite conceivable, thorv:fore,
that some of the respondents were non-Hispanic spouses or in-laws of ti'.e

Hispanic in whose name the number was listed. Additionally, when querit^d
about their contacts with persons having mental health problems, the respon-
dents may have had non-Mispanic as well as Hispanic acquaintances in m.'id.

::evnrtheless , their responses to the mental health f)roblcm questio:i<^ .0 ; i 11

give an idea of which of these problems are impacting their livcts.

With these caveats in mind, a number of noteworthy facts are revealed by the
survey responses. The respondents reported a significant cimount of contact
with all six of the mental health problems mentioned in the survey. Mental
problems, alcohol problems and depression were particularly prevalent in
terms of contact with the respondents. Six per cent of the sample reported
contact with mental illness, and three per cent reported contact with chronic
mental illness (defined to the respondents as mental illness lasting a year
or more). Additionally, a large proportion of the sample (40.5%) reported
having contact with more than one of the mental health problems.

•lost prominent among the types of help recommended were physician, priest
or minister, and mental health center. VJhich type of help was recommended
depended greatly upon the type of problem. Mental health center was fre-
quently recommended for depression, while priest or minister was a frequent
recommendation for marital and child-raising difficulties. Mental health
center and physician were recommended almost equally often for help with
mental illness.

Awareness of the mental health center was very good, and it was frequently
recommended as a source of help. In cases where respondents aware of the
center did not recommend the center, it was usually the case that they
merely forgot to mention it, rather than having negative feelings about it.

A small but significant number of the respondents were under the misappre-
hension that only a specialist could make referrals to the center. A satis-
fyingly large number of respondents were also able ti name the center's
location.

-'. response to the question regarding ethnic/race identification, only 21.5%
of the sample used a label of "Hispanic" or its equivalent. The great major-
icy (71.5%) used the label "white". This result may have been due to the
wording of the question. "Could you tell me what ethnic or race group you
fall into?". Discussion with some of the Hispanics on the survey team revealed
the ambiguities in this question. Many Hispanics think of themselves as
ethnically Hispanic but racially white, while others think of themselves as
both ethnically and racially Hispanic. Still others, although of Hispanic
descent, identify totally with white rtnglos. Unfortunately, the question
as worded does not reveal the respondents' actual cultural identification.
At any rate, the results showed that the respondents who identified them-
selves as "white" differed very little from those who identified themselves
as "Hispanic".

The results of this survey can help in determining a strategy for attempting to
provide better mental health services to this group. Specifically, four recom-
mendations are made based upon the data. Recommendation 1: each regional
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CMHC slioiild 3trivo to put in {)lci(;o at Icayt om^ b i 1 i iiqii.i 1 , cul t ur.i 1 !.y

aware iiii^[iatiic p.ji"<it>rot'(jr.s Lonai who wijuld ptdlorni Ih'. following £uru:L i cm:: :

1) make rucommendations to the CMHC professional staff on how to improvr.^

their rapport with the local Hispanic community 2) assist the consultation
and education staff in conducting community presentations which will ed '.cate

the general Hispanic populace as to the mental health resources avjilisble,

3) after proper training by the professional staff, participate in the
counseling of Hispanic clients who might otherwise shun counseling due to
language or culture barriers, 4) assist Hispanic clients in dealing with
those additional social service agencies, such as welfare or social security,
that these clients may be avoiding due to language or culture barriers.

The other three recommendations are essentially specific recommendations on
how best to use the Hispanic paraprofessional workers. Recommendation 2:

Community education efforts should focus on those mental health problems
the sample reported having the most contact with. In order of importance
they are 1) marital problems 2) alcohol problems and 3) depression.
Recommendation 3: the sources of help the sample recommends most frequently
should be cultivated as sources of referral. Physicians and priests or
ministers are two of the most popular sources of help for the survey sample.
Recommendation 4: the most frequent barriers to utilizing the mental health
centers should be addressed through public information and education acti-
vities. Awareness of the centers is good, but extra publicity at community
forums would expand awareness even more. Also, at these same forums Hispanic
speakers could do much to dispel any misunderstandings of the center's purpose.

The authors are aware that some centers may not have the funds needed to reim-
burse the Hispanic paraprofessional counselors for their efforts. However,
the centers should consider the use of volunteers in this role. The Billings
CMHC has operated a very successful volunteer case manager program for ser/ing
the chronically mentally ill. We are confident that "volunteer power" could
also be successfully used to make the CMHCs more responsive to Hispanic mental
health needs.
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Survey Format





DIALING RECORD

Interviev/er

Pnop.-: City 7A.n Cod'.-

Attempt #1

Attempt #2

Attempt #3

Attempt #4

Date



:ILD AN'SWrP..-

Kello, my nama is May I speak to an adult in your home?

IF NO ADULT AT HOME, ASK FOR A SUITABLE TIME TO CALL BACK

AD'JLT ANSWERS

Hello, my name is I work for the Community Support Project, which
is conducting a survey of special health needs in your area. I would like to
ask you a short series of questions concerning these health needs. Would that be
o;<?

IF MORE EXPLANATION IS REQUESTED, USE RESPONSE GUIDE

Qlj First I would like to read you a list of health problems that people sometimes
have, and ask you to tell me if you are acquainted with anyone who presently
has such a problem.

Do you personally know anyone that has been:

having a serious physical illness

feeling very depressed or "blue"

having problems with drinking alcohol

having problens with misusing drugs

having marriage problems

having severe problems with raising
their children

acting in ways that are very strange,
such as hearing voices, seeing things,

or talking in a way that doesn't make
sense, or acting "wild"
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fo\ Now I'd like to ask you a few more questions which are for statistical pur-

poses only.

d^ V.'hit i? tho hicjhc-ot level of s^'a.iol inq th/if: you com-f.-leted?

8th grade or less

technical

high school graduate college graduate

some high school some college

some graduate school refused

Bb^ Now I'm going to read some general age categories, and ask you to indicate

which age range you fall into.

18 to 25



RESPONSE GUIDE

Question Response

What kind of questions? I would just like to hear your opinions
about some of the health needs in your
area.

How (where) did you get my
number?

Your number was picked at random from
a telephone book.

How (where) did you get my
name?

I don't know your name. I just have
a list of phone numbers that was
given to me, and I picked your number
from the list.

What's this about? I work for the Community Support Project,
which is conducting a survey of special
health needs in your area. I'd like to
ask you a short series of questions
concerning these health needs. Would
that be OK?

How long is this going to take? It will only take about 5 minutes.

Who is this again? My name is .

I'm conducting a survey for the Community
Support Project.
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1

Northcentral Montana Connn-iunity

Mental Health Center

Region II AdminiBtrative Offices
230*7 Eleventh Avenue Soucn

PO Box 9717
Great Falls. Montana 59<303

Phone 727-2391

Clinloal Offieaa
Holiday Village SI->ot3Ding Center

Sox 2717
Greet Falls, N/lontana 53.403

Phone: 761 -21DO

February 19, 1981

Phil Powers
Department of Institutions
1539 Eleventh Avenue
Helena, Mt. 59601

Re: C.S.P. Year End Report - 1980

Dear Phil ,

During the past year there have been a wide range of new services implemented

within the framework of the Alternative Services unit at the North Central

Montana Community Mental Health Center. The improvement or expansion of these

services was directed mainly at making the Center more available to the chronic

psychiatric population in need and to expand service content within the components

of the total program. Warm Springs State Hospital continues to be the major source

of new CSS clients in Region 2. Because of this the Center continues to maintain

a liaison relationship with the state hospital and on two days each month, a

staff member from the Alternative Services unit travels to Warm Springs in order

to interview prospective CSS clients for Region 2. This identification and out-

reach service provided by North Central Community Mental Health Center is a

particularly valuable service that allows for the orderly transition of clients

from the institution to the community. All referrals to the Mental Health

Center in general will continue to be screened for possible inclusion in the

Alternative Services program which is the service provider for CSS clients. The

staff at the Alternative Services unit also continues to make daily visits to the

nEOIONAL MENTAL HEALTH aOARD

John G. Neebo, Chairman. CommiBSioner. Toole County
Leonard C. Johnson. Vice Chairnnan, Comnnissioner. Pondera County
L.W. Faetoender. Secretary-Treaeurar. Commissioner, Cascade County
Wesley C Maddox. Commiseioner, Blaine County

Donald Koepke, Commissionar. Glacier County

Arthur H Rambo, Comnnissioner. Hill County
Marvin S Cheek. Commiseioner. Liberty County
Myron A \A/heeler. Commiesioner. Teton County



Phil Powers
Page Two
February 19, 1981

psychiatric unit in the general hospital as well as regular weekly visits to

the different nursing homes in the community where chronic psychiatric clients

reside.

As always the Alternative Service unit continues to provide extensive transportatio

services to all CSS clients in the Great Falls area. At this time we are main-

taining three 12-passenger vans and approximately 50 clients a day are provided

with different transportation services.

In January of 1981, the Alternative Services unit implemented a schedule of

living skills classes on a daily basis for CSS clients who need to improve basic

living skills. The classes, offered on consecutive days, are 1) communication

skills, 2) vocational skills, 3) assertiveness training skills and 4) budgeting

and finance skills. Each of these groups serves approximately 15 to 20 clients

for one hour each week. It is planned that these classes will continue for ten

weeks on two different occasions each year. During 1980 the Alternative

Services unit was able to recruit and employ a new MSW clinical social worker

thereby increasing the available clinical services that can be offered to CSS

clients. In addition to the new clinician the program has also expanded it's

group therapy arrangements. At this time there are five different group therapy

sessions each focusing on specific populations and specific problems. These

five groups provide clinical services for approximately 50 CSS clients.

Alternative Services clients are provided with emergency on-call services through

the clinician on call as scheduled for the Mental Health Center as a whole.

However specific professional staff members in the Alternative Services program

are specifically on call to different residential programs within the service

unit. Should problems come up within any of the Alternative Services sponsored

housing programs they will be taken care of by on-call staff people from the
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Alternative Services unit. The basic psycho-social services have been

expanded and improved a great deal during the past year. Some of the special

events that have occured during the year include a five day vacation trip to

Calgary, Canada, day trips to the Gates of the Mountains and the Little Belt

Mountains to get Christmas trees as well as weekly day trips to areas within

a days drive of Great Falls. Evening programs including the Employment Club,

Tuesday and Thursday activities, and Saturday bowling continue to provide

additional psycho-social services after the regular working hours.

In addition to the Passages group home which provides transitional supervised

living services for six clients the Alternative Services unit continues to

maintain three cooperative apartments and is at this time finalizing an agree-

ment to supervise four apartments in a local apartment building near the day

treatment center. This latest arrangement will be the least structured and

supervised of any of the housing arrangements provided by the Alternative

Services network. The purpose of it is to allow the Alternative Services

program to more closely monitor the activities of individual proglem clients

who for one reason or another v/ere not suitable or not able to be included in

our more structured residential arrangements.

The Northcentral Montana Community Mental Health Center has greatly increased

its community exposure through a number of events in the past year. In November

of 1980 a workshop was sponsored by the Center on community support and day

treatment programming / psycho-social rehabilitation model of treatment. This

workshop attracted extensive media exposure in the community and brought to the

attention of the community the needs of this population. Many workers from

other community agencies attended and participated in this workshop. Alterna-

tive Services continues to support the Montana Advocates for the Mentally 111
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(MAMI) and their activities of support of the CSS population. Family education

groups were offered on three different occasions during 1980 and the foremat

was extended into a ten week course on mental illness designed to help families

better understand the difficulties their loved ones are going through. These

classes were attended by a total of 25 to 30 different families over the course

of the year.

During 1980 the Thrift Shoppe moved to a new location in the central business

district of Great Falls. As a result the store was able to greatly expand

its inventory and sales thus allowing for further training of CSS clients. On

any given day eight to twelve clients engage in a wide variety of work experiences

at the Thrift Shoppe as opposed to three or four clients receiving less intensive

services the year before. It is also felt that this greater exposure to the

central business district of the city allows for more realistic training for

clients within that service unit.

At the New Directions Center approximately 27 CSS clients were employed on the

various work crews that were sent out during the year. These crews performed

landscaping functions as well as snow shoveling and grass cutting throughout

the year. The total amount of money distributed to these 27 clients over the

year amounted to nearly $2,000.00.

The transitional employment placement element of the Alternative Services unit

has expanded its job list considerably over the past year. Twelve new transi-

tional employment placements have been developed and 26 people have been employed

by 23 employers during the year. A new work crew has secured delivery route

for weekly advertising publication. Twelve CSS clients have the opportunity to

learn basic work skills and earn money by folding and delivering this paper.
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The Alternative Services unit is strongly committed to a philosophy of providing

vocational opportunities for CSS clients and it is felt that work is the most

important source of self-esteem for this population.

Case management fuctions have been improved by having specific partial hospital-

ization staffings for clients who are active at the New Directions Center.

These staffings are in addition to the weekly clinical staffings performed as

a routine over the past several years. The purpose of this new staffing is to

more closely monitor the clients' treatment plans at the day treatment center

and to communicate more with paraprofessional staff there.

Sincerely,

Klenneth B> Kleven, ACSW
Director of Alternative Services

KBK/db

P.S. For the first time in the history of Alternative Services, we provided

services on Christmas Day by offering a Christmas Day Brunch.
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